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ABSTRACT 

ELIZABETH K. NORRIS 

PREDICTING SECONDARY TRAUMATIC STRESS AND BURNOUT:  

WORKPLACE, INDIVIDUAL, AND CLIENT FACTORS 

Under the direction of R. Tyler Wilkinson, PhD 

The purpose of this quantitative, cross-sectional research study was to examine how workplace 

perceptions, client factors, and individual resources predict secondary traumatic stress (STS) and 

burnout in a sample of mental health counselors. This study expanded the work of Thompson 

(2012) by including additional variables that may help to better understand what leads to and 

protects against adverse consequences experienced in the profession. Specifically, the seven 

variables of interest were counselors’ perceptions of their working conditions, caseload volume 

of clients with trauma-related concerns, emotion-focused coping, problem-focused coping, 

maladaptive coping, compassion satisfaction, and resilience. It was hypothesized that these 

variables would significantly predict STS and burnout. It was further believed that resilience and 

caseload volume of clients with trauma-related concerns would carry significant weight on the 

two outcome variables.  

The sample included 125 mental health counselors, who worked at least 10 hours a week, 

and saw at least one client with trauma-related concerns. Following hierarchical multiple linear 

regression analyses, results indicated that all seven variables predicted 78.4% of the variance in 

burnout, but only 31.7% of the variance in STS. Caseload volume of clients with trauma-related 

concerns was significant within the models predicting both STS and burnout, but resilience was 

only a significant predictor of burnout. Maladaptive coping and caseload volume with clients 

with trauma-related concerns significantly predicted STS, whereas workplace perceptions, 

maladaptive coping, compassion satisfaction, caseload volume of clients with trauma-related 
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concerns, and resilience predicted burnout. The results indicate that workplace, client, and 

individual factors are related to STS and burnout. These findings were encouraging due to the 

additional information gained in relation to adverse experiences within the counseling field. 

Continued research is needed to understand the relationships among maladaptive coping, 

caseload volume of clients with trauma-related concerns, and the stress outcomes of STS and 

burnout. Furthermore, additional research on STS, along with factors that may predict it would 

be helpful for practicing counselors.   
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CHAPTER 1 

INTRODUCTION 

Within the past three decades, researchers have studied the deleterious impacts mental 

health professionals experience as a result of working in the helping profession (Arvay, 2001; 

Bride et al., 2004; Figley, 1995; Thompson, 2012). Mental health professionals not only 

experience typical job stressors, similar to those of other professions, but are also vulnerable to 

emotional and psychological strain and exhaustion (Moore & Cooper, 1996). Counselors’ use of 

empathy is what fosters the therapeutic work, yet also makes them vulnerable to adverse 

consequences, such as secondary traumatic stress (Stamm, 1995), burnout (Pines & Maslach, 

1978), compassion fatigue (Figley, 1995), and vicarious traumatization (Pearlman & Saakvitne, 

1995). According to the Substance Abuse and Mental Health Services Administration 

(SAMHSA, n.d.), 90% of clients seeking professional counseling services have experienced a 

traumatic event. With this high prevalence of reported trauma, counselors, regardless of trauma 

training, are at an increased risk of exposure and the consequent above-mentioned negative 

impacts (Williams et al., 2012). Figley (1995) deems this the “cost of caring,” stating that 

caregivers can be “traumatized by concern” (p.5). However, there are factors that may buffer 

against these secondary outcomes such as coping strategies (Collins & Long, 2003; Cooper et al., 

2008; Ortlepp & Friedman, 2001; Thompson et al., 2014), compassion satisfaction (CS) (Craig 

& Sprang, 2010; Figley & Ludick, 2017; Lakioti et al., 2017; Laverdiére et al., 2019; Stamm, 

2010), and resilience (Bonanno, 2008; Burnett, 2017; Burnett & Wahl, 2015; Cieslack et al., 

2014; Gonzalez et al., 2019; Harker et al., 2016; Hou & Skovholt, 2020; Wagnild & Young, 

1993).  
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Theoretical Framework 

The Transactional Theory of Stress and Coping (Lazarus and Folkman, 1984) explains 

the transactional nature between exposure to a stressor and the subsequent stress outcome. 

Specifically, it states that stress outcomes are a result of the transaction between a stressor and 

the coping resource utilized (Perrewé & Zellars, 1999). This theory is explained by both 

individual and contextual factors that are said to influence the cognitive appraisal process and 

impact the stress outcome. According to Perrewé and Zellars (1999), “a fundamental proposition 

of the transactional model is that it is the interaction of the person and the environment that 

creates a felt stress for the individual” (p.740). A stressor is defined as “a relationship between 

the person and the environment that is appraised by the person as taxing or exceeding his or her 

resources and endangering his or her well-being” (Lazarus & Folkman, 1984, p. 21). Individuals 

identify and make sense of their stressors through a cognitive appraisal process. 

Cognitive appraisal is the process of assessing a situation, the number of perceived 

resources, and its impact on well-being (Lazarus & Folkman, 1984). This appraisal process is 

influenced, whether consciously or subconsciously, by “values, beliefs, and intentions” (Cooper 

et al., 2008, p.838). There are three phases of appraisal: Primary appraisal, secondary appraisal 

and reappraisal. Primary appraisal is a threat assessment, categorizing events as “irrelevant, 

benign-positive or stressful” (Lazarus & Folkman, 1984, p. 34). If a situation is deemed as 

stressful, it is further categorized as “harm/loss, threat, or challenge” (Lazarus & Folkman, 1984, 

p. 34). The appraisal process is “based on the individual’s perception of the situation and their 

own capacity to cope with it” (Thompson, 2012, p.29). If a situation is appraised as stressful the 

secondary appraisal process is engaged. This involves the assessment of personal resources and 

coping mechanisms available. Primary and secondary appraisals are interdependent, thus shaping 

the reaction (Lazarus and Folkman, 1984). Reappraisal is a process of feedback that takes place 
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following any internal or external changes that impact the original appraisal (Lazarus & 

Folkman, 1984; Perrewé & Zellars, 1999).  

Lazarus and Folkman (1984) expand the understanding of stress by examining both the 

emotional and problem-focused coping factors. Emotions are elicited through the appraisal 

process and dependent upon perception of personal and contextual components. Coping 

mechanisms are believed to mediate the impact of stress on the individual (Lazarus & Folkman, 

1984). Therefore, the stress outcome is influenced by the appraisal process and the coping 

resources employed. Lazarus and Folkman (1984) conceptualized two types of coping: problem- 

and emotion-focused coping. These two types of coping often take place together and can both 

benefit and hinder one another throughout the coping process. This is evident in the aftermath of 

trauma: a person initially responds with emotion-focused coping, yet more problem-focused 

coping is evident over time (Perrewé & Zellars, 1999). The type of coping strategy utilized is 

influenced by the cognitive appraisal process. Both types of coping can be maladaptive if used 

inappropriately (Lazarus & Folkman, 1984).  

The job of a mental health counselor is to work with individuals, groups, and families for 

the betterment of their mental health and well-being (American Counseling Association (ACA), 

2014). Historically, counselors and professionals in the helping field were assumed to be 

immune from the experiences of trauma reactions due to their training. Yet, in the late 1970’s 

researchers were beginning to see how working with clients through trauma was impacting not 

only the professionals, but their families, friends, and coworkers (Cornille & Meyers, 1999; 

Figley, 1995). The role of a helper involves the use of compassion and empathy to connect with 

clients and assist in relieving their suffering. This empathy makes counselors vulnerable and 

places them at an increased risk of experiencing similar emotions and pain as the client (Figley, 

1995; Stamm, 1995). Empathy is a foundational component to counselor training and involves 
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emotionally connecting to the content being shared, feeling and even absorbing such pain. This 

type of engagement has been directly correlated with counselors’ susceptibility toward 

experiencing both the negative and positive consequences of such engagement. The adverse 

effects of empathically engaging with client narratives can lead to counselor impairment. The 

ACA Code of Ethics (2014) states that counselors should monitor themselves for impairment and 

recuse themselves of their duties if impaired (C.2.g).  

Scope of the Problem 

In an effort to understand the negative impacts of caring, specifically through the work of 

mental health professionals, it is pertinent to first recognize the pervasiveness of trauma. Trauma 

is defined as the exposure to an event or events that involve “actual or threatened death, serious 

injury, or sexual violence” (Diagnostic and Statistical Manual of Mental Health Disorders 

[DSM-5], 2013, p. 271). Lane and Lane (2018) explain trauma as an intense emotional response 

that results from a disturbing event or events that interrupts a persons’ ability to cope effectively. 

Generally, there are two different types of trauma, acute or one-time events and chronic or long-

term events. Examples of acute trauma include natural disasters, terrorist attacks, car accidents, 

traumatic loss, and sometimes rape. Chronic traumatic events are typically environmental or 

interpersonal in nature, such as neglect or abuse (i.e., physical, emotional, spiritual, mental) 

(Lane & Lane, 2018). Individuals can experience a trauma as primary or secondary. Primary 

trauma is directly experienced by an individual, whereas secondary trauma is the indirect 

experience of trauma or a trauma narrative (Figley, 1995; Figley & Ludick, 2017; Stamm, 1995). 

Of specific interest are the primary and secondary stressors that lead to a stress outcome in 

professional counselors, such as secondary traumatic stress (STS) and burnout.  

Secondary traumatic stress is conceptualized as the impact of learning about trauma or 

traumatization of one being cared for. It is a natural result of working as a helper, yet the 
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experience of STS does not always end in traumatization (Professional Quality of Life 

[ProQOL], 2019). Secondary traumatic stress is rapid in onset and can manifest as negative 

psychological or physical symptoms mirroring the traumatic response experienced by the client 

(Figley & Roop, 2006; Stamm, 2010). Conversely, burnout is a “syndrome of physical and 

emotional exhaustion, involving the development of negative self-concept, negative job attitudes, 

and loss of concern and feeling for clients” (Pines & Maslach, 1978, p. 233). The experience of 

burnout evolves as a gradual process that progresses in intensity and severity if not attended to 

(Figley, 1995). Burnout can result in decreased empathy for clients, physical depletion, 

decreased work satisfaction, diminished self-worth, and hopelessness (Maslach, 2001).  

There has been much discrepancy over the terms describing the secondary adverse effects 

on mental health professionals and calls for further clarification. The majority of previous 

research has explained STS and compassion fatigue (CF) as interchangeable (Kraus, 2005). In 

fact, according to both Figley (1995) and Stamm (1995) STS and CF historically have been 

conceptualized as synonymous. However, through continued research, the two concepts are now 

deemed distinct, even though current research continues to site the seminal works (Figley, 2013; 

Stamm 2006, 2010). Compassion fatigue is now believed to comprise both STS and burnout. 

This perspective will be taken for the current study, due to the premise that all counselors 

working with trauma will experience some level of secondary traumatic stress, but not all will 

become traumatized by it (Professional Quality of Life (ProQOL), 2019).   

Due to empathic engagement with clients being a fundamental aspect of the clinical role, 

secondary trauma is deemed a workplace stressor (Figley, 1995; Pearlman & Saakvitne, 1995). 

Both STS and burnout have been studied in relation to counselors’ exposure to client’ trauma in 

the workplace (Craig & Sprang, 2010; Figley, 1995; Ivicic & Motta, 2017; Klein et al., 2018; 

Lakioti et al., 2020; Lent & Schwartz, 2012; Pines & Maslach, 1978; Stamm, 2010; Thompson, 
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2012). According to Stamm (2010), STS and burnout are influenced by workplace, individual, 

and client factors. Workplace factors can include caseload, frequency of time spent with trauma-

related concerns, social support, supervision, attitudes about work, decision making, clinical 

competence, and workplace climate (Thompson, 2012). Individual factors include personal 

characteristics of the counselors. Lastly, client factors are the traumatic narratives, experiences, 

and behaviors of clients. The relationship among these workplace, individual, and client factors 

contribute to the stress response in helpers.  

There is a missing body of research on how mental health counselors’ perception of their 

working conditions contribute to stress outcomes. Both individual and organizational factors 

influence the stress outcome on mental health professionals (Moore & Cooper, 1996). A large 

body of research exists on the personal factors that influence counselor stress, such as personality 

(Lent & Schwartz, 2012), gender (Thompson, 2012), previous trauma experiences (Figley, 1995; 

Stamm, 1995), and coping mechanisms (Kulkarni et al., 2013; Thompson, 2012). From an 

organizational perspective, there is existent research on the relationship between objective work 

factors and stress yet it continues to be limited. The researchers explain that in effort to gain 

greater understanding of the stress transaction, focus should be geared towards perception of the 

objective work conditions (Perrewé & Zellars, 1999).  

In the last two decades, few studies have attempted to parse out some of the workplace 

factors that may lead to stress, such as individual to environment fit (Kulkarni et al., 2013), type 

of setting (Latkioti et al., 2020; Lent & Schwartz, 2012), job satisfaction (Ivicic & Motto, 2017), 

and other isolated organizational stress factors (Choi, 2011; Laverdiére et al., 2019). The 

previous research of Thompson (2012) began to bridge this gap by examining all organizational 

variables counselors may face, such as fairness in decision-making, adequate pay, flexibility of 

work hours, supervision, coworker support, clinical competence, and organizational climate. 
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Continued research is necessary as to how perceptions held by counselors influence their stress 

outcomes, even in the midst of protective factors. 

Mental health counselors’ individual resources may serve to buffer against adverse 

consequences related to their professional work. Previous research has been conducted to 

establish what might mitigate or buffer stress. Thompson (2012) examined the predictive ability 

of mental health counselors’ perception of their working conditions, mindfulness, coping styles, 

and compassion satisfaction (CS) on reported levels of compassion fatigue (CF) and burnout. 

Findings from this study demonstrated that positive perceptions of counselors’ working 

conditions predicted lower levels of burnout and STS. Mindfulness and CS were significant 

negative predictors of STS and burnout, serving as protective factors (Thompson, 2012). The 

psychological factor of mindfulness influences the growth of resilience (Harker et al., 2016), 

which is the ability to recover from adversity (Hou & Skovholt, 2020). Resilience has been 

associated with increasing CS, while decreasing adverse stress outcomes (Burnette & Wahl, 

2015; Gonzalez et al., 2019; Latkioti et al., 2020). Lastly, different styles of coping can influence 

stress reactions both positively or negatively. It is vital to better understand the personal 

resources that may mitigate or buffer the stress response, especially in relation to workplace 

perceptions.  

Secondary Traumatic Stress 

 Figley (1995), explains secondary traumatic stress as the negative experience of working 

with trauma-related content. This definition is further affirmed by Stamm (2010) in stating that 

being exposed to another person’s trauma equates to secondary exposure. She continues to 

explain that secondary traumatic stress specifically results from work-related exposure and is a 

component of CF (Stamm, 2010). Vivian and Hormann (2013) assert that it is a common 

response following the connection with and care of individuals’ trauma experiences. Symptoms 
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of secondary traumatic stress are believed to have a rapid onset and can be connected to a 

specific event or experience (Stamm, 2010). These symptoms mirror that of PTSD and the 

symptoms experienced by the primary sufferer, including increased fear, sleeping difficulty, 

intrusive thoughts or images, or avoidance of things that remind you of traumatic narratives 

(Stamm, 2010).  

Burnout 

 Burnout is the second component of CF and is explained through the perspective of three 

dimensions: exhaustion, decreased efficacy, and cynicism (Maslach, 2001). The term exhaustion 

encompasses being psychically, cognitively, and emotionally depleted. Burnout has a gradual 

onset and results from personal, relational, and work-related stress (Lent & Schwartz, 2012; 

Maslach, 2001). Typical identifiers of burnout include decreased empathy for clients, 

depersonalization, diminished self-worth, increased distress (Fothergill et al., 2004; Pines & 

Maslach, 1978), hopelessness, detachment, and overwhelming feelings (Stamm, 2010). When 

experiencing burnout, counselors begin to feel as if the work they are doing makes no difference 

in the lives of those they serve (Craig & Sprang, 2010).  

Perception of Working Conditions 

 The workplace factors of professional counselors can result in both positive and negative 

outcomes. Previous literature has noted the negative impact that work environment can have on a 

counselor, such as high caseload of clients (Lawson, 2007; Lee et al., 2010; Kulkarni et al., 2013; 

Meyers & Cornille, 2002), working with severe mental illness (Young & Lambie, 2007), and the 

deeply vulnerable work of sitting as a counselor (Ducharme et al., 2008; Lawson et al., 2007). 

Other identified work stressors include lack of social support (Hodgekinson & Shepherd, 1994; 

Nadler & Tushman, 1981) and quality of supervision (Kassam-Adams, 1999; Slattery & 

Goodman, 2009). The majority of the existing literature focuses solely on objective factors and 
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linking them to stress (Perrewé & Zellars, 1999). Organizational climate was the only construct 

that has explained perception of work environment (James & Jones, 1974), until the creation of 

the Perceived Working Conditions Scale (PWCS, Thompson, 2012), that examines all 

organizational variables faced by professional counselors.  

Thompson (2012) created the Perceived Working Conditions Scale (PWCS), a 

measurement instrument designed to assess mental health counselor’s perception of their 

working conditions. The instrument was developed to further evaluate stress consequences by 

measuring frequency of perception of both positive and negative work factors (Thompson & 

Thompson, n.d.). This is in line with previous research stating the importance of looking at both 

emotional and cognitive influences of objective stressors (Perrewé & Zellars, 1999). This 

measure addresses factors such as supervision, social support, financial compensation, and 

overall work climate, which have all been linked to increased counselor satisfaction and 

decreased risk of secondary traumatic stress and compassion fatigue (Chrestman, 1995; Figley, 

1995; Thompson, 2012). By examining both positive and negative workplace perceptions, a 

better understanding of their impact on stress can be gained.  

Caseload Volume of Clients with a Trauma History 

 Caseload volume of clients with trauma-related concerns is a client factor related to job 

stress. The work-related hazards of higher client load and heightened time spent in clinical work 

has been linked to secondary trauma impacts (Chrestman, 1999; Kulkarni et al., 2013; Meyers & 

Cornille, 2002). Higher caseloads of clients have been linked to increased symptoms associated 

with secondary trauma, such as avoidance, dissociation, anxiety, and intrusive thoughts. 

Counselors with caseloads of majority trauma clients have been seen to isolate from family and 

friends, which decreases social support, and increases risk of traumatization (Chrestman, 1995). 

Other research exists indicating no relationship between counselor’s caseload of trauma clients to 
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secondary trauma (Kassam-Adams, 1994) or hours spent on trauma cases and secondary 

traumatic stress (Choi, 2011). Another line of research states that counselor’s with increased 

trauma cases display less secondary trauma reactions (Choi, 2011). Hours spent on trauma-

related client concerns has been included in the current study due to the conflicting reports on 

their relationship.  

Coping Strategy 

 The minimal experiences of STS are not believed to be preventable due to the premise 

that it is a natural reaction to adverse experiences (Yassen, 1995). However, the symptomatic 

STS and burnout experiences are believed to be preventable if recognized and dealt with 

accordingly (Figley, 1995). Coping is defined as “constantly changing cognitive and behavioral 

efforts to manage specific external and/or internal demands that are appraised as taxing and 

exceeding the resources of the person” (Lazarus & Folkman, 1984, p. 141). Coping has long 

been viewed as the way individuals manage adverse experiences or beliefs (Cooper et al., 2008). 

According to Lazarus and Folkman (1984), there are two approaches to coping: state and trait. 

The trait approach is concerned with what an individual usually does to endure or mitigate a 

stressor, whereas the state approach is situational and examines the individual’s choices in the 

moment (Lazarus, 1993). The transactional theory of stress and coping views coping through the 

state approach and sees it as a continuous process. The process of coping is determined by the 

individual’s beliefs regarding the stressor and the perceptions of what can be done about it. 

Therefore, type of coping is contingent upon individual assessment (Perrewé & Zellars, 1999).  

 Two types of process coping exist: emotion-focused and problem-focused (Lazarus & 

Folkman, 1984). Emotion-focused coping is a process of mediating and lessening emotions 

elicited by a stressor (Cooper et al., 2008; Lazarus & Folkman, 1984). This can take on a 

cognitive portrayal by changing the meaning associated with the stressor, use self-denial strategy 
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to avert attention away from the stressor, or use behavioral mechanisms to distract from the 

stressor (Lazarus & Folkman, 1984). In contrast, problem-focused coping is an attempt to use a 

problem-solving strategy of stating the problem, identifying possible solutions, evaluating 

potential solutions, and acting on chosen solutions (Cooper et al., 2008; Lazarus & Folkman, 

1984). Perrewé and Zellars (1999) report that problem-focused strategies are typically used with 

stressors related to work, even though evidence suggests the continued use of emotion-focused 

strategies as well.   

Following the original conceptualization of Lazarus and Folkman (1984), a third type of 

coping emerged, termed either dysfunctional or maladaptive (Carver et al., 1989; Coolidge et al., 

2000). First described by Carver et al. (1989), and later operationalized by Coolidge et al. (2000), 

maladaptive coping is defined by the use of avoidance mechanisms (Cooper et al., 2008). The 

previous research conducted by Thompson (2012), indicated that the majority of the counselor 

coping literature has been focused on positive coping strategies to deal with the adverse effects 

of working with trauma. Maladaptive coping was included in her study as a way to assess the 

degree of impact this type of coping had on the stress outcome. Thompson’s (2012) findings 

indicated that maladaptive coping had a significant positive relationship with STS and burnout. 

Through this perspective, all three coping mechanisms will be utilized for this study. Emotion-

focused strategies include the use of acceptance, emotional support, humor, positive reframing, 

and religion. Problem-focused coping involves active coping, instrumental support, and 

planning. Lastly, maladaptive coping contains behavioral disengagement, denial, self-distraction, 

self-blame, substance use, and venting (Carver et al., 1997; Cooper et al., 2008). 

Compassion Satisfaction 

 Compassion satisfaction is a term Stamm (2005) uses to explain the counterbalance to CF 

(i.e., STS and burnout). Earlier research included the awareness of satisfaction as an insulating 
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factor against stress outcomes (Stamm, 1995, Figley, 1995). Compassion satisfaction is defined 

as the fulfillment and gratification one experiences as a result of feeling like they are doing a 

good job in their work (Stamm, 2005) and adequately serving their clients (Stamm, 2010). When 

experiencing CS, persons may feel an increased sense of accomplishment, happiness, pleasure, 

and a deeper sense of purpose (Laverdiére et al., 2019). Compassion satisfaction may buffer 

against adverse experiences within the workplace and even assist in mitigating negative stress 

symptoms (Figley & Ludick, 2017; Lawson & Myers, 2011).  

Resilience 

 Resilience is described as the ability to bounce back from adversity and regain a sense of 

homeostasis in one’s life (Hou & Skovholt, 2020; Rutter, 1987). It is further explained as the 

ability to cope, adapt to change, and remain healthy (Wagnild & Young, 1993; Bonanno, 2008). 

Resilient people are believed to be flexible, competent, hopeful, possess inner strength (Wagnild 

& Collins, 2009), and self-reflect, as well as have a strong internal belief system, close 

relationships, and a desire to grow (Hou & Skovholt, 2019). Resilience is characterized by being 

both state and trait, impacted by genetics and environment (Wagnild, 2009). It is a personality 

trait that lessens the impact of stress and increases adaptive ability (Wagnild & Young, 1993). 

State resilience describes the capacity to respond in a resilient manner based on one’s current 

circumstances (Wagnild, 1990). By being conceptualized as state and trait, resilience is 

something most, if not all individuals possess, will develop over time, and has the opportunity to 

be strengthened (Wagnild, 1990; Wagnild & Young, 1993).  

Resilience explains one’s ability to utilize coping skills and potentially withstand the 

stressors of the work environment and job duties (Wagnild & Young, 1993). Furthermore, the 

identification and utilization of personal strengths and resources, whether internal or external, 

leads to successful coping and adaptation following hardships (Wagnild & Collins, 2009).  
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Internal resources include belief in self, self-confidence, and problem-solving techniques, 

whereas external resources include interpersonal relationships, support system, and even a 

persons’ profession (Rutter, 1987; Wagnild & Collins, 2009). When an individual is able to cope 

effectively and regain homeostasis, resilience increases. Subsequently, resilience continues to 

grow each time a person employs effective coping and problem-solving strategies following 

future adversities (Wagnild & Collins, 2009).  

Resilience enables individuals to remain psychologically and physically healthy 

(Bonanno, 2008), buffering against mental disorders (Rutter, 1987). It is connected to lower 

levels of psychological distress, STS, and burnout, and positively related to CS (Burnett, 2017; 

Burnett & Wahl, 2015; Hou & Skovholt, 2019). Through this perspective, resilience is believed 

to be a protective factor against burnout and STS (Burnett & Wahl, 2015; Gonzalez et al., 2019) 

and promote the experience of CS (Latkioti et al., 2020).  

Population of Interest 

 Mental health counselors focus on the mental and emotional well-being of those they 

serve. Counselors work with individuals, couples, and/ or families on many issues related to 

mental health such as substance abuse, mood disturbance, suicidality, stress, life challenges, 

family difficulties, trauma, and more. These professionals work in variety of settings, such as 

outpatient centers, private practice, psychiatric hospitals, substance use facilities, and community 

mental health agencies.  

Justification for the Study 

 Previous research has thoroughly indicated the negative result of trauma work on mental 

health professionals. Studies have also purported the impact organizational components can have 

on a caregiver. However, there has been little evidence to show the relationship between the two, 

specifically, how counselor’s perception of their work environment relates to stress outcomes. 
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Thompson’s (2012) study on counselor’s perception of working conditions on burnout and 

compassion fatigue began to fill this gap. Yet, continued research is needed to examine other 

factors that may protect against or increase stress outcomes, such as that of resilience or caseload 

volume of clients with trauma. Previous literature has already described how effective coping 

(Kulkarni et al., 2013; Thompson, 2012) resilience (Burnett & Wahl, 2015; Harker et al., 2016; 

Klein et al., 2018) and CS (Craig & Sprang, 2010; Thompson, 2012) serve as insulating factors 

against STS and burnout, yet no study has included all of these variables in one model to 

examine not only how they influence the stress outcomes, but also how they relate to and 

influence one another. Additionally, with the role resilience plays in the ability to cope 

effectively and in increasing compassion satisfaction, its relationship among all of the other 

variables is of specific interest. Furthermore, only one previous study utilized the PWCS and this 

research will add to the existing literature on how positive and negative perspectives of 

workplace factors relate to the models predicting STS and burnout.  

 In the present study, the relationship of perceived working conditions, caseload volume 

of clients with trauma-related concerns, CS, resilience, and type of coping on reported levels of 

STS and burnout will be examined. Since individual, client, and organizational factors influence 

stress outcomes, evaluating aspects of all three factors will further display the influence of 

protective and risk factors on the stress outcomes. If counselors experience some level of STS by 

nature of their counseling work and are at risk for burnout, then research is needed to evaluate 

perceptions of work environment and personal characteristics on these outcomes. Furthermore, it 

is of increased interest how resilience and caseload volume weigh on models predicting STS and 

burnout. 
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Implications of the Study 

The results of this study will better display the relationship between mental health 

professionals’ perception of working conditions, protective factors, and stress outcomes of STS 

and burnout. With the premise of trauma as pervasive (Herman, 1992; Figley, 1995), not only are 

counselors impacted by the work with highly stressful or traumatic experiences of their clients, 

but the impact also extends toward their friends, family members, and coworkers. Thus, there is 

an increased chance of traumatization infecting organizations (Vivian & Hormann, 2013). Of 

additional focus is how counselors’ workplace factors potentially increase or decrease stress 

outcomes. Findings could lead to better understanding on how organizations could help mitigate 

the stress impact on both the individual and the workplace. Since exposure to the traumatic 

experiences of clients is expected, it is imperative to assess the individual, client, and 

organizational components to further understand the impact. Studies have already indicated 

organization support factors that would assist counselors in the work they do, such as social 

support, supervision, and caseload balance (Choi, 2011).  

This study will show the influence of counselor’s perceptions of their work environment 

on outcomes related to trauma work, such as STS and burnout, while examining the influence of 

potential individual resources as protective factors. Compassion satisfaction, resilience, and 

effective coping has also been correlated with lower levels of STS and burnout. Previous 

research has indicated resilience as a significant protective factor against stress outcomes 

(Wagnild & Young 1993), yet no research has examined this variable in a model with perceived 

working conditions, CS, coping, and caseload volume. Findings from this study may further 

highlight resilience as a protective factor, thus giving individuals and organizations insight into 

where to focus attention and support for counselors. 
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Purpose of the Study 

Previous research utilizing the transactional theory of stress and coping (Lazarus & 

Folkman, 1984) assessed the influence of perception of working conditions on compassion 

fatigue and burnout (Thompson, 2012). Through this theoretical lens, both individual and 

organizational factors can be evaluated according to the importance of perception on the stress 

transaction. The previous study evaluated perceptions of work environment, mindfulness, 

compassion satisfaction, and coping strategies as predictors of stress the outcomes of STS and 

burnout. Thompson (2012) included additional components of gender and length of time in the 

field as moderating variables. The current study will build upon Thompson’s (2012) work by 

including individual, client, and organizational factors by evaluating the relationship between 

perceptions of working conditions, caseload volume of clients with trauma concerns, resilience, 

CS, and coping styles on STS and burnout. By better understanding the relationship between 

these variables, counselors may be able to take a more proactive approach in adjusting their 

perceptions or modifying their working conditions, rather than reacting to stress outcomes.  

This study is expanding the research by Thompson (2012) and thus is concentrating 

solely on work appraisal and stress outcome on mental health counselors. For the purpose of this 

study the term “mental health counselor” will be used for practicing counselors who operate 

under the same professional standards of practice (i.e., provisional or associate professional 

counselors or Licensed Professional Counselors). Similar to Thompson (2012), other mental 

health practitioners, such as psychologists, psychiatrists, and social workers will be excluded 

from this study on the bases of research conducted by Sprang et al. (2007) who found that 

different mental health professionals varied in their work conditions. Results of this study may 

add to the literature on how organizations can better promote wellbeing and quality of life in 

mental health professionals (Bride & Kintzle, 2011). 
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The purpose of this quantitative study using cross-sectional, survey research design is to 

test the transactional theory of stress and coping by examining the influence of mental health 

professionals’ appraisal of their work conditions, caseload volume of clients with trauma-related 

concerns, and personal resources on the counselors’ reported stress outcomes of STS and burnout 

(see Figure 1-1). Both positive and negative perceptions of counselors’ working conditions will 

be examined along with the potential protective factors of coping strategies, CS, and resilience 

on reported stress outcomes. Of specific interest is how resilience and caseload volume weigh on 

the models predicting STS and burnout.  

Figure 1-1 Model of Secondary Traumatic Stress and Burnout

 
Note. This figure demonstrates the elements comprising the current study design. 
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Research Questions 

1. Does caseload of clients with trauma-related concerns, perceived working conditions, 

resilience, emotion-focused coping, problem-focused coping, maladaptive coping, and 

compassion satisfaction influence secondary traumatic stress in counselors? 

a. How do the specific variables of resilience and caseload volume of clients with 

trauma weigh on STS? 

2. Does caseload of clients with trauma-related concerns, perceived working conditions, 

resilience, emotion-focused coping, problem-focused coping, maladaptive coping, and 

compassion satisfaction influence burnout in counselors? 

a. How do the specific variables of resilience and caseload volume of clients with 

trauma weigh on burnout? 
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CHAPTER 2 

REVIEW OF THE LITERATURE  

 According to the American Counseling Association (ACA) Code of Ethics, counseling is 

a process by which clients’ mental health and welfare are fostered through the professional 

relationship with a counselor (ACA, 2014). Trust is a main component of this professional 

relationship (ACA, 2014) that is facilitated through the growth of the therapeutic relationship 

between counselor and client (Figley & Ludick, 2017). Part of what creates this trust is the 

ability for the counselor to compassionately and empathically connect with clients (Figley & 

Ludick, 2017). Empathy in the therapeutic relationship is what is believed to be connected with 

successful client outcomes (Figley, 1995; Figley & Ludick, 2017; Kulkarni et al., 2013). 

Compassion and empathy allow the counselor to view the world through the eyes of the client, 

even and especially when the client is suffering with emotional pain (Figley, 2002). This 

promotes the intrinsic desire on behalf of the counselor to help alleviate the client’s suffering. 

Hearing the painful stories of trauma and suffering from clients can create what Figley and 

Ludick (2017) termed compassion stress. Compassion stress ensues when counselors feel the 

demand to help alleviate client distress (Figley & Ludick, 2017). When this progresses and 

counselors become emotionally drained from the constant exposure to the traumatic pain of their 

clients, they are at risk for experiencing fatigue. Conversely, empathic connection with clients 

may also develop a sense of satisfaction when counselors see that the help they are offering is of 

benefit to the client (Stamm, 2010).  

 The following review of the literature includes relevant research as it pertains to 

expounding on the need for this continued line of research. It is well established that mental 

health providers are at risk of deleterious secondary effects as a part of their work. Historically, 

attention has been given to the negative impacts, with positive, protective factors being of 
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growing interest. Part of what increases counselors’ risk for adverse secondary impacts are their 

workplace factors. Since 2014 (i.e., Thompson et al., 2014), no study has focused on counselors’ 

workplace conditions as a contributor to stress outcomes. Additionally, no study has yet to 

examine how resilience, compassion satisfaction (CS) and coping strategies may insulate 

counselors in light of their perceptions of their working conditions. The current review of the 

literature includes the negative indirect stress outcomes contributing to counselor impairment, 

with a specific focus on secondary traumatic stress and burnout on mental health counselors. 

Previous research on the influence of workplace factors as contributors to and mitigators of 

counselor stress will also be examined, including that of counselors’ caseload volume of clients 

with trauma-related concerns. Lastly, protective factors, such as compassion satisfaction, 

resilience and coping strategies that may buffer the overall stress outcome will be also examined.  

Negative Outcomes of Workplace Stress 

Decades of research have been devoted to studying and understanding the deleterious 

effects on counselors as a result of providing services. By nature of the profession, counselors 

work in intensive environments, engaged in emotionally intimate relationships that are created 

through empathic connection with the clients being served (Lawson, 2007). Stebnicki (2008) 

explained that for counselors to be empathic, they “respond to and even experience vicariously 

the client’s pain and suffering” (p.3). This increases counselors’ vulnerability toward emotional 

and psychological strain and exhaustion (Moore & Cooper, 1996) and can lead to decreased 

concern for clients. Empathy enables counselors to emotionally connect with their clients, yet it 

opens counselors up for both positive and negative secondary impacts. Negatively, empathic 

engagement can enhance the risk of nocuous secondary impacts on helping professionals such as 

secondary traumatic stress, burnout, compassion fatigue, or vicarious trauma (Figley, 1995; 

Stamm, 1995; Pearlman & Saakvitne, 1995; Pines & Maslach, 1978).  
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Professional counselors working specifically with the trauma-related issues of their 

clients are at a greater risk of experiencing negative secondary impacts (Figley, 2002; Pearlman 

& Saakvitne, 1995). According to Figley (1995), this is the “cost of caring” (p.5). An extensive 

amount of research has been devoted to the adverse effects on counselors due to the nature of 

their jobs (Craig & Sprang, 2010; Figley, 1995; Ivicic & Motta, 2017; Klein et al., 2018; Lakioti 

et al., 2020; Lent & Schwartz, 2012; Pines & Maslach, 1978; Stamm, 2010; Thompson, 2012). 

These adverse effects increase the risk of counselor impairment. The Diagnostic and Statistical 

Manual of Mental Disorders (DSM 5) revised the criteria of posttraumatic stress disorder 

(PTSD) to include repeated exposure to detailed, verbal accounts of a traumatic experience to 

qualify as a stressor in Criterion A (APA, 2013). This can be directly linked to the experience of 

a trauma counselor and indicates the chance of experiencing PTSD as an indirect outcome of 

their work (Hensel et al., 2015).   

The secondary negative impacts on counselors can range from minimal to severe, 

extending into the personal and professional life of a counselor, and can even impact the quality 

of care given to clients (Bride et al., 2007; Choi, 2011).  Being exposed to clients’ accounts of 

traumatization is a work-related stressor that increases the risk of counselor impairment 

(Lawson, 2007). The American Counseling Association Code of Ethics (ACA, 2014), states that 

it is a professional responsibility of counselors to “monitor themselves for signs of impairment 

from their own physical, mental, or emotional problems and refrain from offering or providing 

professional services when impaired” (p. 9). Furthermore, when impairment is identified by the 

counselor or colleague, the counselor is encouraged to seek personal professional care. This is 

not only important for the health of the counselor, but also those with whom services are 

provided (Moore & Cooper, 1996).  
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These secondary adverse consequences on counselors have been conceptualized as four 

main terms such as secondary traumatic stress (Stamm, 1995), burnout (Pines & Maslach, 1978), 

compassion fatigue (Figley, 1995), and vicarious trauma (Pearlman & Saakvitne, 1995). 

According to (Lawson, 2007), these negative consequences are manifestations of impairment. 

There has been much confusion and debate about the distinction between these terms and some 

researchers use these terms interchangeably (Bride & Kintzle, 2011; Craig & Sprang, 2010; 

Figley, 1995; Ivicic & Motta, 2017; Kulkarni et al., 2013; Stamm, 1995). Secondary traumatic 

stress is explained as a result of merely learning about the traumatic experience of another 

(Figley & Ludick, 2017; Stamm, 2010). While not always traumatizing, there are times the 

experience of secondary traumatic stress can have greater adverse effects and be exhibited by 

symptoms of PTSD (Figley, 1995; Stamm, 2005, 2010). Burnout is a condition represented by 

emotional exhaustion, fatigue, negative attitude toward work, and diminished feelings of 

personal accomplishment, and decreased care for clients (Pines & Maslach, 1978). The concept 

of compassion fatigue has been interpreted in various ways. Historically, compassion fatigue was 

a broad term that accounted for all emotional distress experienced by individuals in connection 

with trauma survivors (Cieslak et al., 2014; Figley, 1995). In the last decade, it has been 

reconceptualized to include the elements of secondary traumatic stress and burnout, culminating 

as exhaustion and emotional strain as a result of connecting empathically with clients (Stamm, 

2010). Lastly, vicarious trauma is defined as a cognitive change in worldview and beliefs of a 

helper (Pearlman & Saakvitne, 1995). For the purpose of the current study focus will be on 

secondary traumatic stress and burnout as stress outcomes. 

Secondary Traumatic Stress 

 Secondary traumatic stress is the most widely studied secondary impact from indirect 

traumatization (Cieslak et al., 2013). The majority of the literature on this construct 
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conceptualizes secondary traumatic stress and compassion fatigue as synonymous (Bride & 

Kintzle, 2011; Craig & Sprang, 2010). However, according to Figley (2013) and Stamm (2006, 

2010), the two concepts have been separated, yet researchers continue to site seminal works 

negating the later distinction. This may be in part due to the overlap between the two constructs, 

since STS is a component of compassion fatigue. Careful attention will be placed on the 

inclusion of literature explaining STS, so as to ensure clarity and consistency of definition.  

Secondary traumatic stress is described as a work-related stressor emanating from the 

nature of the profession (Lawson, 2007; Stamm, 2010). Second-hand exposure of the verbal 

accounts of clients’ trauma creates STS in counselors (Figley & Ludick, 2017; Stamm, 2010). 

The experience of STS does not necessarily result in traumatization (ProQOL, 2019). However, 

when symptoms appear, they can range from minimal to severe, typically have a rapid onset, and 

are related to a specific event (Stamm, 2010). Secondary traumatic stress can be displayed as a 

preoccupation with a client(s) being helped, resulting in feeling weighed down, trapped, 

overwhelmed, or emotionally depleted (Stamm, 2010). More advanced symptoms related to 

PTSD may also appear, such as heightened fear, sleep disturbance, intrusive thoughts, 

hyperarousal, and avoidance of trauma-related triggers (Baird & Kracen 2006; Chrestman, 1999; 

Cieslak et al., 2014; Stamm, 2010). The presentation of PTSD-like symptoms in counselors 

typically mirror the trauma response in their clients (Figley & Roop, 2006; Stamm, 2010). The 

key symptom of STS and differentiator from other secondary stress outcomes is the presence of 

fear (Stamm, 2010) 

According to Stamm (2010), the chance of experiencing problems from secondary 

exposure to client’s pain is rare. Previous literature explains prevalence of counselor PTSD 

resulting from secondary traumatic stress in 15% of licensed social workers (Bride, 2007), 22.7% 

in mental health counselors (Ivicic & Motta, 2017), and 34% of child and family welfare workers 
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(Bride et al., 2007). According to Bride and Kintzle (2011), the presence of secondary traumatic 

stress in substance abuse counselors resulted in decreased job satisfaction and lower commitment 

to the work. In studies conducted on social workers, indirect trauma experiences were noted to 

negatively impact personal wellness (Adams et al., 2008; Ben-Porat & Itzhaky, 2009) and the 

workplace environment (Herman, 1992). Ivicic and Motta (2017) found high levels of secondary 

traumatic stress in 88 mental health providers. In a study by Sprang et al. (2007), the levels of 

STS (called compassion fatigue in the study) were examined in a sample of over 6,000 

participants across various mental health professions (i.e., medical doctor, social workers, 

marriage and family therapists, counselors, and psychologists). Results displayed mean STS 

scores between 8.64 and 15.01, with mental health counselors falling below the median, 

indicating lower rates of STS. However, Cramer and Liddle (2005) did not find that specific field 

of mental health (i.e., counselors, psychologists, or social workers) was a significant predictor of 

STS. Regardless, there is a dearth of literature on the prevalence of STS in mental health (Ivicic 

& Motto, 2017). 

Burnout 

  Burnout is not entirely related to indirect trauma exposure, but a broader experience 

within the helping profession (Wallace et al., 2010). In fact, it is better understood to be an 

experience resulting from the relationship one has with their workplace (Maslach, 2001). This 

phenomenon is related to long-term organizational and job stressors, defined by the three 

components of emotional and physical exhaustion, depersonalization, and inefficacy (Maslach, 

1982; Pines & Maslach, 1978). These components are connected to personal, interpersonal, and 

environmental stress factors (Lent & Schwartz, 2012). Burnout is characterized by lack of care or 

empathy for clients, cynicism, negative perspectives about work, and decreased self-worth, and 

psychological distress (Fothergill et al., 2004; Pines & Maslach, 1978). The onset of burnout is 
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gradual and elicits the feeling of not making a difference in client care (Craig & Sprang, 2010). 

Burnout has largely been understood through the explanation of exhaustion (Cieslak et al., 2014; 

Lent & Schwartz, 2012), yet through the framework of compassion fatigue, burnout includes 

hopelessness, feelings of disconnection and insensitivity toward clients, unhappiness, and feeling 

of overwhelmed (Stamm, 2010). Every perspective of burnout portrays professionals as being 

emotionally overextended and lacking effective coping resources needed to buffer the stress 

outcome (Lent & Schwartz, 2012).   

 Burnout has been found to be largely prevalent among persons serving in helping 

professions (Ballenger- Browning et al., 2011; Maslach & Jackson, 1984), with notably higher 

rates of burnout among mental health counselors compared to other health care workers (Imai et 

al., 2004). A study conducted on levels of burnout in 5,752 participants across different mental 

health fields (i.e., medical doctor, social workers, marriage and family therapists, counselors, 

and psychologists), counselors displayed the highest burnout rate (M = 27.11, SD = 3.7; Sprang 

et al., 2007). Devilly et al. (2009) found that the job stressor of burnout predicted counselors’ 

distress. Burnout is believed to be a more common experience for those in the public sector than 

those in the private, evidenced by the increased rates among community based mental health 

providers (Melamed et al., 2001; Rosenberg & Pace, 2006). Lent and Schwartz (2012) also found 

that community-based mental health counselors had significantly higher rates of burnout 

compared to professionals working in either inpatient or private practice settings. These findings 

suggest that specific workplace factors may contribute to the creation of burnout.  

Workplace Factors and Job Stress 

To better understand counselors’ indirect stress outcomes, it is necessary to further 

explore literature that describes its causes (Lent & Schwartz, 2012). Stress within the workplace 

is a well-researched phenomenon within organizational development literature. While this 
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concept is not new and is generally experienced by professionals regardless of career, “this 

problem may be exacerbated among individuals working in emotionally demanding 

environments” (Moore & Cooper, 1996, p. 82). Mental health professionals are prone to these 

types of environments due to the emotional demand of the work they do and therefore bear the 

weight of increased exhaustion and strain far above that of other types of professions (Moore & 

Cooper, 1996). Many workplace stressors are believed to arise intrinsically from the cumulative 

effect of caring for clients or general contextual factors (Moore & Cooper, 1996). The 

importance of studying the relationship between job-related factors and secondary traumatic 

impacts have been explicit due to the desire to understand factors that mitigate stress or predict 

counselor wellbeing and client care (Choi, 2011; Ivicic & Motta, 2017; Kulkarni et al., 2013; 

Ortlepp & Friedman, 2002; Thompson et al., 2014; Wallace et al., 2010). 

Compassion fatigue, which includes both STS and burnout, is viewed as a workplace 

stressor and an occupational risk for trauma counselors (Devilly et al., 2009; Stamm, 2010). 

Figley (1995) noted that lack of self-care, job satisfaction, control of work stressors, and an 

unresolved personal trauma history contributed to the onset of CF. According to the literature, 

typical workplace factors that have been evaluated regarding mental health professional’s level 

of distress include amount of supervision  (Baird & Kracen, 2006; Bride 2007; Bride & Kintzle, 

2011; Choi, 2011), social support (Chrestman, 1999; Collins & Long, 2003; Maslach & Leiter, 

2008; Schauben & Frazier, 1995), compensation, equitable treatment (Maslach 2003; Maslach & 

Leiter, 2008), exposure to client trauma (Baird & Kracen, 2006; Cornille & Meyers, 1999; 

Creamer & Liddle, 2005; Devilly et al., 2009), overwhelming workloads, role ambiguity, and 

lack of control (Kulkarni et al., 2013; Maslach 2003; Maslach & Leiter, 2008). Additionally, 

poor individual to workplace fit may also increase the risk of negative secondary outcomes 

(Kulkarni et al., 2013). Workplace stressors have been shown to be the greatest predictor of 
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distress in counselors (Devilly et al., 2009). Bride and Kintzle (2011) assert that it is not merely 

the counselor’s job to guard themselves against deleterious impacts, but organizational strategies 

should be implemented by administration as another supportive layer.  

Social support is a factor that has been linked to the positive and negative well-being of 

counselors (Collins & Long, 2003). Counselors who have more social support within their 

workplace have reported less secondary traumatic stress symptoms (Choi, 2011) and compassion 

fatigue (Chrestman, 1999; Schauben & Frazier, 1995). Organizationally, support networks 

should be implemented, both formal and informal, to assist in caring for counseling professionals 

(Bride & Kintzle, 2011). One aspect of support that has been researched is the availability of 

supervision within the workplace (Bride & Kintzle, 2011; Choi, 2011). Discrepancies have been 

found on whether or not adequate supervision is helpful to guard against secondary trauma 

impacts. For example, Pearlman and Mac Ian (1995) found that counselors with previous trauma 

undergoing their own supervision experienced less secondary distress than those not receiving 

supervision. Dalton (2001) indicated a decrease in secondary trauma responses in supervisees 

when there was less emphasis on the evaluative nature of supervision. Supervision has also been 

correlated to a decrease in indirect stress outcomes. (Slattery & Goodman, 2009). Specifically, 

counselors engaged in supervision that was engaging, supportive, and genuine showed a 

decreased level of secondary traumatic stress. Conversely, poor or ineffective supervision, 

specifically that which seemed to cause harm, increased the propensity of burnout (Maslach, 

2003). Kassam-Adams (1999) did not find a correlation between supervision experience and 

counselors’ secondary trauma symptoms.  

Choi (2011) conducted a mixed methods study on the organizational factors related to the 

STS of social workers who worked directly with survivors of sexual assault and family violence. 

Their results indicated that those who received more information regarding the organization’s 
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strategic plan, along with increased support from colleagues and supervisors experienced 

decreased levels of STS (Choi, 2011). Beckerman and Wozniak (2018) did not find any evidence 

suggesting work-related factors to be predictive of STS. Thompson (2012) developed the 

Perceived Working Conditions Scale (PWCS) to specifically examine the positive and negative 

perceptions of mental health counselors. In her original study, counselors’ perceptions of their 

working conditions predicted STS and burnout, such that negative perceptions of workplace 

conditions predicted higher levels of STS and burnout (Thompson, 2012; Thompson et al., 

2014). Since that date, no other study has specifically examined the positive and negative 

perceptions of counselors’ workplace conditions.  

Client Factors and Job Stress 

While counselors’ exposure to trauma-related concerns is the most commonly studied 

workplace factor in the creation of secondary trauma, there is mixed evidence of its impact 

(Baird & Kracen, 2006; Cornille & Meyers, 1999; Devilly et al., 2009; Ivicic & Motto, 2017; 

Linley & Joseph, 2007). Mental health professionals with large caseloads of clients struggling 

with trauma have been found to experience greater levels of STS, CF, and burnout (Kulkarni et 

al., 2013; Meyers & Cornille, 2002). Kulkarni et al. (2013) found overwhelming caseloads to be 

the single greatest predictor or STS and burnout. Specifically, counselors working with clients 

who have experienced abuse have a greater chance of experiencing these secondary traumatic 

impacts. In a meta-analysis conducted by Baird and Kracen (2006), evidence suggests a link 

between level of exposure to clients’ trauma and subsequent STS. In a study conducted on a 

sample of 508 trauma counselors, Craig and Sprang (2010), found higher caseloads of clients 

with trauma to be a significant predictor of burnout and STS. More recently, Laverdiére et al. 

(2019) examined the professional quality of life in psychotherapists and found caseload volume 
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to be a significant predictor of burnout, and service to traumatized clients significantly predicting 

STS.  

Conversely, other research has demonstrated a decrease in secondary traumatic stress in 

counselors who had larger caseloads of clients dealing with trauma (Baird & Jenkins, 2003; 

Chrestman, 1999). According to Devilly et al. (2009), mental health professionals’ exposure to 

their client’s traumatic recounts was not a predictor for STS or burnout. In a study of 88 mental 

health professionals, Ivicic and Motta (2017) reported that level of exposure to trauma was not 

found to be a significant predictor of STS. Linley and Joseph (2007), when assessing both 

positive and negative impacts on well-being, found that counselors with larger caseloads, 

regardless of their age, experienced greater growth, both personally and psychologically. It is 

recommended that in order to guard against indirect traumatic impacts, counselors should strive 

for balanced caseloads, decreasing the chance for a full caseload of clients struggling with 

trauma (Bride & Kintzle, 2011; Pearlman & Saakvitne, 1995). 

Individual Resources and Job Stress  

 Every mental health professional is exposed to secondary trauma, yet not everyone will 

develop the adverse effects associated with STS and burnout (Stamm, 2005, 2010). The majority 

of previous research has focused on counselor impairment, yet Lawson & Venert (2005) argued 

for an increased focus on wellness as a benefit for individual counselors and the professional at 

large. Within the last two decades, researchers have noted counselors’ ability to not only 

continue providing services to traumatized clients but do it effectively without decompensating 

(Stamm, 2005; 2010). Through the lens of positive psychology, researchers have identified 

positive, protective factors that insulate counselors from the adverse effects of stress. This leads 

to the understanding that counselors may possess protective factors that buffer stress outcomes 
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(Stamm, 2005, 2010; Ivicic & Motto, 2017), which may increase resilience among professionals 

enabling the continuation of service to those in need (Stamm, 2005).  

 There are many protective workplace factors that have been found to decrease the risk of 

adverse secondary impacts from working with trauma, such as adequate supervision (Bride & 

Kintzle, 2011; Choi, 2011; Figley & Ludick, 2017; Pearlman & MacIan, 1995; Stamm, 2010), 

social support (Collins & Long, 2003; Ivicic & Motto, 2017), job satisfaction (Figley, 2002; 

Figney & Ludick, 2017; Stamm 2005; 2010), mindfulness, (Malinowski & Lim, 2015; 

Thompson, 2002); self-care (Ludick, 2013), the ability to detach from the clients’ suffering 

(Figley, 2002; Ludick, 2013), resilience (Figley & Ludick, 2017), and effective coping 

(Thompson, 2012). While the well-being of mental health professions has been of increased 

interest, few studies have examined its relationship with professional quality of life and 

resilience (Lakioti et al., 2020). Therefore, of specific interest is how compassion satisfaction, 

effective coping skills, and resilience may actually counterbalance the stress experiences within 

the profession. 

While the majority of the research on job-related stressors evaluates the variables 

objectively, there is a need for continued research on the subjective nature of those variables. For 

the current study, the perceived work conditions of fairness in decision-making, adequate pay, 

flexibility of work hours, supervision, coworker support, clinical competence, and organizational 

climate. Thompson (2012) found that there was an inverse relationship between counselors’ 

perception of their working conditions and reported levels of burnout and secondary traumatic 

stress (termed compassion fatigue in her study). This indicates that counselors who had more 

positive beliefs about their working conditions had lower levels of both burnout and STS.  
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Coping Strategies 

 Coping resources can either promote or lessen the experience of a stress outcome 

(Lazarus & Folkman, 1984). Two types of process coping exists: emotion-focused and problem-

focused (Lazarus & Folkman, 1984). Emotion-focused coping is a process of mediating emotions 

elicited by a stressor, whereas problem-focused coping is an attempt to use a problem-solving 

strategy of stating the problem, identifying possible solutions, evaluating potential solutions, and 

acting on chosen solutions. Carver (1989) established the specific coping strategies in his 

original coping inventory and described them as being emotion-focused, problem-focused, and 

dysfunctional, yet Coolidge et al., (2000) first interpreted the scale to include all three types. This 

third type of dysfunctional (or maladaptive) coping describes the use of avoidance strategies in 

effort to mitigate the felt impact of stress (Meyer, 2001). The one difference between Carver’s 

(1989) description and that of Coolidge (2000) lies in the use of denial. Denial was first believed 

to be an emotion-focused tactic, and currently described as maladaptive, due to its alignment 

with avoidance (Cooper et al., 2008). Therefore emotion-focused strategies include acceptance, 

emotional support, humor, positive reframing, and religion. Problem-focused coping includes 

active coping, instrumental support, and planning. Lastly, maladaptive coping contains 

behavioral disengagement, denial, self-distraction, self-blame, substance use, and venting 

(Carver et al., 1997; Cooper et al., 2008).    

 In a study with patients diagnosed with dementia, Cooper et al. (2008) established the 

relationships among each style of coping. As perceived stressors increased, the amount of 

emotion-focused coping also increased. Emotion-focused coping strategies are believed to be 

more susceptible to extraneous factors, such as life events and relationship quality than the other 

types of coping utilized (Copper et al., 2008). In their study, when burdens (i.e., stress) 

increased, using fewer emotion-focused and greater problem-focused resources led to heightened 
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levels of anxiety over time (Cooper et al., 2008). Therefore, the use of emotion-focused 

strategies are believed to be effective in reducing anxiety. The combined use of problem-focused 

and maladaptive coping or problem-focused and emotion focused coping are most common. 

However, emotion-focused and maladaptive coping are rare due to the opposition found in such 

strategies (i.e., acceptance and denial) (Cooper et al., 2008).  

 The ability to cope with a stressor and even make meaning out of it in the midst of 

difficulty is known as a determinate of emotional wellbeing (Ortlepp & Friedman, 2001). Active 

coping also increases counselor resilience (Hou & Skovholt, 2020; Wagnild & Young, 1993). 

Collins and Long (2003) assert that counselors with increased work-related stressors benefit from 

active coping, which includes seeking out support, connecting with others emotionally, the use of 

humor, the use of meditation, and physical exercise. They found that  counselors’ utilization of 

these coping mechanisms resulted in lessened distress and fewer PTSD symptoms. Additionally, 

these acting coping skills correlated with decreased secondary trauma impacts such as vicarious 

trauma and burnout (Collins & Long, 2003). In a study on trauma counselors’ level of STS, 

emotional reactivity was found to be positively correlated with STS levels (Rzescutek et al., 

2015). Various factors have been identified as coping mechanisms, such as personal and 

professional balance, maintaining mental health, actively dealing with stress, boundary setting, 

and support seeking (Figley, 2002; Pearlman & Saakvitne, 1995; Schauben & Frazier, 1995; 

Sommer and Cox, 2005).  

Evidence suggests that the use of maladaptive coping mechanisms are related to 

increased levels of CF (Jacobson, 2012; Thompson, 2012). According to Thompson (2012), 

maladaptive coping mechanisms such as denial, substance abuse, and self-blame were correlated 

with higher levels of reported burnout. Similar results were found in a study by Jacobson (2012), 

where maladaptive coping was significantly related to higher levels of CF. Furthermore, 
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emotion-focused coping was found to be inversely correlated to burnout. The findings by 

Thompson (2012) indicate that the use of emotion-focused coping resources assist with 

managing the workplace demands without leading to burnout. In the same study, neither 

emotion-focused nor problem-focused coping were related to secondary traumatic stress 

(Thompson, 2012).  

Compassion Satisfaction 

 Stamm (2005) described compassion satisfaction (CS) as the “the pleasure you derive 

from being able to do your work well” (p. 5) and feel as though a difference is being made in the 

lives of the clients being served (Stamm, 2010). Joy, gratification, and feeling a sense of purpose 

are also strongly associated with the experience of CS (Laverdiére et al., 2019). This 

phenomenon has been found to counteract CF (Lawson & Myers, 2011) and even reduce 

symptoms that result from STS and burnout (Figley & Ludick, 2017). The notion is underscored 

by Figley and Stamm (1996) through the explanation that counselors’ ability to identify and 

boost their sense of fulfillment in the job will prevent the onset of CF. Compassion satisfaction 

can be increased through hope (Browning et al., 2019), self-care (Butler et al., 2017), the use of 

evidenced-based practices (Craig & Sprang, 2010), and having value congruence with one’s 

workplace (Kulkarni et al., 2013). Thompson (2012), Rossi et al. (2012), and Lakioti et al. 

(2020) found that higher levels of CS had a significant inverse relationship with CF. 

Additionally, Ludick’s (2013) findings displayed a negative correlation between satisfaction 

levels and STS, indicating that individuals with lower levels of CS had higher levels of STS. 

Conversely, Birck (2001) did not find a relationship between CS and either of the CF variables 

of STS and burnout. The conflicting evidence of the relationship between CS and CF is 

interesting given the positive and negative aspects respectively on professional quality of life.  
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 In a study examining the professional quality of life in 240 psychotherapists, Laverdiére 

et al. (2019) indicated that over 50% of participants had high levels of CS. Rossi et al. (2012) 

examined levels of compassion satisfaction in a sample of mental health counselors and found 

that those who reported higher levels of psychological distress exhibited significantly lower 

levels of CS compared to participants who reported no distress. When assessing levels of 

compassion satisfaction in a sample of 508 trauma counselors, Craig and Sprang (2010) reported 

that 46% of participants reported high levels of compassion satisfaction. Within the regression 

model, caseload volume of clients with trauma-related concerns was not found to be significantly 

related to CS (Craig & Sprang, 2010).  

Resilience 

 Previous literature has explained resilience factors as a general term to convey the 

opposite of risk factors (Cieslack et al., 2014). The present study is more concerned with the 

essence of resilience and how it can serve as an insulating factor against adverse secondary 

traumatic impacts. Resilience has been explained as an individual’s capability to effectively cope 

and adapt to change or difficulty (Wagnild & Young, 1993). Bonanno (2008) expanded this 

notion by stating that it is also the ability for a person to remain psychologically and physically 

healthy. Therefore, resilience is believed to counteract and mitigate the effects of stress and 

increase one’s capacity to continue in their work (Gonzalez et al., 2019). Furthermore, the 

presence of resilience has been linked to lower levels of STS and burnout (Burnett, 2017; Burnett 

& Wahl, 2015). Burnett and Wahl (2015) also indicated a distinct relationship between resilience 

and CS in a sample of trauma responders.  

 There are five characteristics of resilience, known as Resilience Core, such as purpose, 

perseverance, equanimity, self-reliance, and existential aloneness. Purpose explains one’s belief 

that there is a reason for life and something to live for. Perseverance is the ability to continue on 
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in the face of adversity, stress, or discouragement. Equanimity is described as being able regulate 

emotions and maintain psychological stability. Self-reliance is the capacity to identify and utilize 

personal strengths and resources. Lastly, existential aloneness is explained as acceptance of self 

and belief that when necessary, hardships can be faced alone (Wagnild & Collins, 2009). The 

more these characteristics are present, the more resilient one will be. 

The Resilience Model, proposed by Richardson and colleagues (Richardson, 2002; 

Richardson et al., 1990) explains the cyclical process by which one finds homeostasis. Following 

disruption, one must be willing to reintegrate and effectively choose reintegration prior to finding 

homeostasis again. When disruption to homeostasis occurs, the use of coping strategies are 

hindered (Hou & Skovholt, 2020). When an individual chooses effective reintegration by moving 

away from negative affective states toward a readiness to begin coping again, finding a new-

normal, and identifying growth, resilience increases (Richardson et al. 1990). Resilience can also 

increase as a result of working with highly challenging clients, yet this is not always the case 

(Hou & Skovholt, 2020).  

To combat the CF that is so commonly experienced within the helping profession, Figley 

and Ludick (2017) developed the Compassion Fatigue Resilience Model. The authors begin by 

explaining that higher levels of STS result in lower levels of compassion resilience (Figley & 

Ludick, 2017). Figley and Ludick (2017) portray 12 factors influencing the outcome of CF, 

including exposure to trauma, empathy, concern, empathic responding, detachment, self-care, 

satisfaction, social support, previous traumatic memories, prolonged exposure to pain, and 

additional life demands. The interaction of these variables have a direct result on levels of STS. 

If STS remains low, the individual is said to have higher levels of compassion resilience. The 

converse is also true (Figley & Ludick, 2017). This is captured in previous research that portrays 
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the presence of stress outcomes being a result of decreased resilience (Hou & Skovholt, 2020; 

Richardson et al., 1990). 

According to Meyer and Ponton (2006), resilience is not a passive virtue, yet one that 

grows through actions associated with making healthy choices. The cultivation and maintenance 

of resilience can mitigate workplace stressors (Harker et al., 2016). In a sample of nurses, higher 

levels of resilience buffered the stress response of workplace demands such as caseload volume 

and workplace conditions (Gito et al., 2013). Resilience has been found to be a significant 

predictor of the variables comprising professional quality of life, such as STS, burnout, and CS 

(Gonzalez et al., 2019; Harker et al., 2016). In a sample of disaster responders, resilience was 

found to have a significant relationship with CS and significant inverse relationships with STS 

and burnout, indicating its ability to insulate against STS and burnout, while promoting CS 

(Gonzalez et al., 2019). Similarly, Harker et al. (2016) found resilience to significantly decrease 

levels of burnout and STS in human service professionals. Little (2015), however, did not find 

resilience to be a significant protective factor against STS, but did for burnout. Lakioti et al. 

(2020) explains resilience as the ability to maintain CS and prevent the negative outcomes of 

STS and burnout. Therefore, they postulate that the factors of professional quality of life create 

counselor resilience (Lakioti et al., 2020). Furthermore, counselor effectiveness and client 

success have been linked to increased resilience and overall counselor well-being (Pereira et al., 

2017).  

Summary 

Counselors cannot escape the risk of negative affective responses as a result of secondary 

exposure to trauma. The question is no longer about whether or not counselors will experience 

secondary impacts, but more so geared toward the aspects that may protect against it or assist in 

coming out of it. Workplace factors have long been found to contribute to these nocuous 
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impacts, including that of caseload volume of clients with trauma-related concerns, yet few 

studies have examined the effects of professional counselors’ positive and negative perceptions. 

Resilience, self-compassion, and positive coping strategies are known insulators against stress 

outcomes, yet little is known about how these relate with one another on the levels of STS and 

burnout. Furthermore, examining the relationship of all variables (i.e., perception of working 

conditions, caseload volume of clients with trauma, coping strategies, resilience and compassion 

satisfaction) on each stress outcome of STS and burnout will provide additional information for 

individuals and organizations on how to best promote wellness.  
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CHAPTER 3 

METHODOLOGY 

 This study was designed to expand the previous research of Thompson (2012) who 

studied primary and secondary factors of perceived working conditions, gender, years of 

experience, types of coping resources, mindfulness, and compassion satisfaction on counselors’ 

level of reported burnout and compassion fatigue. The current study made a change in the 

conceptualization of compassion fatigue to update to current definition that compassion fatigue is 

made up of both secondary traumatic stress and burnout (Stamm, 2010). This study explored the 

relationship of perceived working conditions, caseload of client’s with trauma-related concerns, 

resilience, coping strategies, and compassion satisfaction on counselors’ reported level of 

burnout and secondary traumatic stress. The present study expanded Thompson’s (2012) to 

include resilience in order to assess added personal protective factors against negative stress 

outcomes, along with assessing the influence of counselors’ caseloads on secondary traumatic 

stress and burnout.  

Research Design 

 This non-experimental, quantitative study used a cross-sectional research design 

(Creswell & Creswell, 2018) to examine the ability of perception of working conditions, 

caseload of clients with trauma-related concerns, resilience, compassion satisfaction, and 

personal coping resources to predict levels of secondary traumatic stress and burnout in mental 

health professionals. The predictor variables of interest include (a) perceived working conditions, 

(b) caseload, (c) resilience, (d) compassion satisfaction, (e) problem-focused coping, (f) emotion-

focused coping, and (g) maladaptive coping. The criterion variables include (a) secondary 

traumatic stress and (b) burnout.  
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The purpose of the study was to explore associations among the predictor and criterion 

variables; therefore, survey design was chosen. Cross-sectional design is observation based, 

allowing for both exposure and outcome data to be gathered at one time (Creswell & Creswell, 

2018). This type of design was chosen for its ability to display prevalence of stress exposure and 

outcome and the rate at which data can be collected (Setia, 2016). Limitations of cross-sectional 

analysis include the inability to establish causation since all data was collected at once (Setia, 

2016). However, by using regressions for the statistical analyses, the researcher was only 

interested in correlation.  

Population and Sample 

Mental health counselors focus on the mental and emotional well-being of those they 

serve. Mental health professionals work with individuals, couples, and/ or families on many 

issues related to mental health such as substance abuse, mood disturbance, suicidality, stress, life 

challenges, family difficulties, trauma, and more. The population of interest included all mental 

health and professional counselors working in any professional counseling context, such as 

private practice, community-based mental health agency, psychiatric hospital, etc. in the United 

States of America. Inclusion criteria included (1) Associate Professional Counselors (or state 

equivalent) or Licensed Professional Counselors (or state equivalent), (2) working with at least 

one client with a trauma-related concerns or diagnosis and/or actively working on trauma-related 

goals, and (3) working at least 10-hours a week seeing clients. 

Procedures 

Sampling 

 Two different types of sampling were used for this research study: convenience and 

snowball sampling. Convenience sampling, while resulting in nonprobability, allowed for 

accessible and available individuals who met criteria to participate in the study (Creswell & 
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Creswell, 2018). This type of sampling procedure made it possible to recruit through multiple 

different avenues. Snowball sampling was also utilized in effort to reach participants who might 

not have otherwise been recruited to participate. This type of sampling was used by emailing 

colleagues inviting them to share the call with counselors in their network. Snowball sampling 

allowed for increased diversity within the sample.  

 Participants were recruited through multiple listservs and membership forums, such as 

the counselor education and supervision listserv (CESNET), local school networks, state 

counseling listservs (including Alabama, Georgia, Florida, and Utah), and the American Mental 

Health Counselors Association (AMHCA) membership forum. Previous professors, along with 

local and national colleagues within the field of counseling were invited to participate, share the 

invitation with colleagues, and provide referrals for continued access to participants. By 

accessing participants through these methods, a national sample was provided.   

 Following Institutional Review Board (IRB) approval, the current researcher posted the 

invitation for participation through the avenues described above. According to VanVoorhis and 

Morgan (2007), a population of at least 50 was needed to conduct a regression analysis. In 

keeping with the previous study by Thompson (2012), a population of 200 was sought for this 

study. An a priori power analysis (Balkin & Sheperis, 2011) was conducted using G*Power 

(Version 3.1, Faul et al., 2012). With an alpha level of .05, minimum power established at .80, 

and a medium effect size of .15 (Cohen, 1992), 103 participants were deemed necessary to find a 

statistically significant effect in the model (Balkin & Sheperis, 2011).  

Data Collection  

 Prior to conducting the study, approval from the doctoral dissertation committee was 

sought, followed by approval from Mercer University’s Institutional Review Board (IRB). 

Invitations for participation were sent out electronically to the selected listservs and to 
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professionals in the researcher’s contact list. As a participation incentive, participants were given 

the opportunity to enter their email address in a separate survey for the chance to win a $100 

Amazon gift card. Participation for this study was virtual, whereas the informed consent and 

assessment instruments were loaded into Qualtrics (2021). The informed consent included a 

description of the study and consent process. In order to give consent, participants were asked to 

click a button indicating that they understand and give consent for participation. Upon consent, 

participants were able to complete the assessment instruments for the study. Conversely, without 

consent, participants were unable to view or complete the assessment instruments. Participation 

in the study was kept confidential by not collecting any personally identifiable information from 

participants in connection to the survey answers. Following completion of the survey, 

participants received a “thank you” message with the option to enter the incentive survey which 

only asked for their email address. Confidentiality was kept throughout the entire research 

process, including recruitment, data collection, data analysis, and discussion. Data from the 

online survey was stored on an online account that was password protected and only accessible 

by the researcher. 

 Internet-based surveys and email have been increasingly used to gather data (Weigold et 

al., 2013). Online surveys have been found to be more convenient and efficient than the 

traditional paper-and-pencil format (Selm & Jankowski, 2006). Additional advantages include 

easier access to participants, recruiting a greater number of participants and a more diverse 

sample, cutting costs, and the ease of exporting data for statistical analysis (Cantrell & 

Lupinacci, 2007; Weigold et al., 2013). While these benefits directly impact the researcher, there 

were also advantages for the participant, such as convenience and comfort (Naus et al., 2009).  

Many disadvantages to the use of online surveys also exist such as selection bias, only recruiting 

participants with access to the internet, lack of control over the participants’ environment 
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(Weigold et al., 2013), and technical problems (Selm & Jankowski, 2006). Despite the given 

disadvantages, online survey collection was believed to still produce good results (Weigold et al., 

2013). Due to the use of online data collection, inattention was assessed by examining internal 

validity of the instruments.  

Current Sample 

 There were 198 individuals who read and agreed to the informed consent to participate in 

the study. Of those, 28 participants did not respond to any survey item, resulting in 170 

individuals who began the survey. Another 39 participants were excluded from participation due 

to incomplete survey responses. Of the remaining 131 participants who indicated consent, three 

participants were excluded due to not meeting the inclusion criteria of holding an associate (or 

state equivalent) or full license (or state equivalent) as a Professional Counselor (Licensed 

Marriage and Family Therapist- 1; Licensed Clinical Social Worker- 1; and intern in final year of 

master’s degree- 1). One participant was excluded due to not meeting the inclusion criteria of 

working at least 10 hours weekly. Lastly, two additional participants were excluded due to not 

meeting the inclusion criteria of working with at least one client with trauma-related concerns, 

trauma-related diagnosis, or actively working on trauma-related goals.  

 A total sample of 125 participants completed the survey and met inclusion criteria. The 

response rate is unknown due to the sampling procedures utilized in this study. While the 

specific response rate is unavailable, the following details information regarding listservs and 

email addresses used for recruitment purposes. The survey call for participants was posted three 

times to the Counselor Education and Supervision Network listserv (CESNET-L) on November 

30, 2020 to 5490 email addresses; December 16, 2020 to 5511 email addresses; and January 13, 

2021 to 5545 email addresses. The survey invitation was posted three times to the Georgia 

Therapist’s Network listserv on November 30, 2020; December 16, 2020; and January 13, 2021 
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that had 2,986 members as of January 26, 2021. The invitation was posted three times to 

Richmont Graduate University Alumni listserv on November 30, 2020; December 18, 2020; and 

January 17, 2021 to 628 members. The survey was posted twice to American Counseling 

Association (ACA) connect on November 30, 2020 and December 16, 2020. The invitation was 

shared one time with members of the Licensed Professional Counseling Association of Georgia 

(LPCAGA; January 6, 2021), Alabama Counseling Association (January 5, 2021), and Florida 

Counseling Association (January 14, 2021).  

 The survey invitation was sent twice to 303 members of the American Mental Health 

Counseling Association whose email addresses were included in the membership directory on 

November 30, 2020 and December 16, 2020. The invitation was sent to 225 members of the 

Utah Mental Health Counselors Association and 439 members of the Metro Atlanta Therapists’ 

Network on January 5, 2021. Lastly the survey invitation was shared twice to 62 colleagues in 

the research contact list on November 30, 2020 and December 18, 2020. Since total membership 

numbers were not provided for all associations, an approximate response rate is unable to be 

determined.  

 One hundred and twenty-seven participants completed the incentive survey by inputting 

their email addresses for the chance to win a $100 Amazon gift card. All email addresses were 

exported and one participant was randomly chosen. At that point, the participant was notified and 

sent the $100 Amazon gift card incentive.  

Sample Demographics 

 One hundred and twenty-five mental health counselors met inclusion criteria to 

participate in the study. One person did not indicate an age, therefore out of 124 participants, the 

age range was 25 to 74 (M = 41.3, SD = 11.99). The majority of participants were between the 

ages of 30-39 (41.6% of the sample). Participants self-reported their gender (see Table 3-1), with 
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the majority reporting as female (n = 99; 79.2%). In terms of racial or ethnic identification (see 

Table 3-2, the majority of the participants self-identified as White, Anglo-American, or 

Caucasian (n=106; 84.4%), with the remaining racial ethnic groups being under 5%. There were 

participants from 23 of the 50 states. The majority of the participants were from Georgia 

(35.2%), followed by Alabama (12%), Utah (10.4%), and Virginia (5.6%) (see Table 3-3). The 

remaining states displayed participant percentages under five for the sample. Two participants 

did not indicate their state.  

Table 3-1  

Participant Gender 

Gender Number of Participants Percentage 

 Female 99 79.2 

Male 21 16.8 

Transgender 2 1.6 

Nonbinary 3 2.4 

Total 125 100.0 

 

Table 3-2  

Participant Race/Ethnicity 

Ethnicity Number of Participants Percentage 

African American 6 4.8 

Asian/Asian American 1 .8 

Hispanic 6 4.8 

Native American 1 .8 

Middle Eastern 1 .8 

White 106 84.8 

Multiethnic 2 1.6 

Other 2 1.6 

Total 125 100.0 
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Table 3-3  

Geographic Distribution 

State Number of Participants Percentage 

Alabama 15 12.0 

Arizona 1 .8 

California 1 .8 

Colorado 3 2.4 

Georgia 44 35.2 

Florida 4 3.2 

Idaho 1 .8 

Indiana 5 4.0 

Maryland 3 2.4 

Massachusetts 1 .8 

Michigan 1 .8 

Missouri 1 .8 

New Hampshire 3 2.4 

New York 1 .8 

North Carolina 2 1.6 

Ohio 4 3.2 

South Carolina 1 .8 

Tennessee 5 4.0 

Texas 5 4.0 

Utah 13 10.4 

Vermont 1 .8 

Virginia 7 5.6 

Washington 1 .8 

Total 123 98.4 

Missing 2 1.6 

Total 125 100.0 

 

 The participants were asked to self-report on the number of hours they work per week. 

Participants who indicated they worked less than 10 hours a week were not included in the study 

due to not meeting the inclusion criteria. Twenty-two participants reported a range (e.g., “10-20 

hours per week”), to utilize a single number, the midpoint of the range was chosen for the 

purpose of analysis. Two participants did not respond to this question. Participants reported 
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working a range of 10 to 65 hours per week (M = 36.04; SD = 12.81). Weekly work hours were 

grouped into five-hour increments (see Table 3-4), with 36 to 40 hours being the most reported 

time-range (n=47; 37.6%). Participants reported the number of clients on their caseloads, which 

ranged from 5 to 360, (M = 39.7; SD = 42.12). Participants who reported a range (e.g., “30-40 

clients”), to utilize a single number, the midpoint of the range was for the purpose of analysis. 

Three participants did not respond to this demographic question. Responses were grouped in 

increments of ten, except for the first grouping which included 14 and the last two which 

included a larger range (see Table 3-5). Thirty-nine participants reported having a caseload of 

seven to 20 (31.2%), which was the most reported range.  

Table 3-4  

Participant’s Number of Hours Worked Weekly  

Hour Range Number of Participants Percentage 

10-15 8 6.4 

16-20 15 12.0 

21-25 9 7.2 

26-30 13 10.4 

31-35 5 4.0 

36-40 45 36.0 

41-45 8 6.4 

46-50 7 5.6 

51-55 3 2.4 

56-60 8 6.4 

61-65 2 1.6 

No Response 2 1.6 

Total 125 100.0 

 

  



 

 47

Table 3-5  

Participant’s Caseload 

Caseload Range Number of Participants Percentage 

7-20 39 31.2 

21-30 31 24.8 

31-40 16 12.8 

41-50 16 12.8 

51-60 4 3.2 

61-70 5 4.0 

71-80 1 .8 

81-90 1 .8 

91-100 4 3.2 

101-200 3 2.4 

Over 200 2 1.6 

No Response 3 2.4 

Total 125 100.0 

 

Participants indicated the number of years they have worked in the counseling field (see 

Table 3-6), which ranged from zero to 39 (M = 9.7; SD = 8.5). One participant did not respond. 

The highest percentage of participants self-reported as working in the counseling field for five to 

10 years (n=54; 43.2%). Participants were asked to report their work setting (see Table 3-7) and 

the majority of participants indicated working in private practice (53.6%).  

Table 3-6  

Participants’ Years of Experience in Counseling Field 

Years Range Number of Participants Percentage 

Less than 5 34 27.2 

5-10 54 44.0 

11-15 14 11.2 

16-20 8 6.4 

21-25 3 2.4 

26-30 5 4.0 

31-35 4 3.2 

36-40 2 1.6 

No Response 1 .8 

Total 125 100.0 
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Table 3-7  

Participants’ Type of Workplace 

Workplace Number of Participants Percentage 

Private Practice 67 53.6 

Outpatient Mental Health 9 7.2 

Community Mental Health 15 12.0 

College/University 4 3.2 

Hospital/Medical Facility 2 1.6 

Residential 3 2.4 

Substance Abuse Treatment 7 5.6 

Private Practice and Mental Health Agency 4 3.2 

State Agency 4 3.2 

Other 10 8.0 

Total 125 100.0 

 

Instrumentation 

 The current study included five instruments that were loaded into Qualtrics to evaluate 

each of the constructs of inquiry (see Table 3-8). The Perceived Working Conditions Scale 

(PWCS, Thompson, 2012) was used to gather data on participants’ perceptions of their working 

conditions. The 14-Item Resilience Scale (RS-14, Wagnild, 2009) was the instrument used for 

resilience and the Brief COPE (Carver, 1997) was utilized to assess the three different coping 

styles of problem-focused, emotion-focused, and maladaptive coping. The Professional Quality 

of Life Scale, Version 5 (ProQOL, Stamm, 2010) was used to assess compassion satisfaction, 

secondary traumatic stress, and burnout. Thompson (2012) evaluated compassion fatigue by 

using the secondary traumatic stress subscale of the Professional Quality of Life, Version 5 

(ProQOL, Stamm, 2010) measure, which was be used in the current study. Lastly, a demographic 

questionnaire adapted from that of Thompson (2012), with the addition of questions such as 

caseload volume with trauma-related concerns or presentation. A demographic questionnaire was 

used to gather information on the participant, their education, and work environment.  
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Table 3-8 

Variables and Associated Measurement Instruments 

 Variables Instruments 

Predictor 
variables 

Perceived working conditions Perceived Working Conditions Scale 
(PWCS; Thompson, 2012) 

Caseload volume of clients 
with trauma-related concerns 

Demographic Questionnaire: Total 

number of clients seen per week 

Resilience  14-item Resilience Scale (RS-14; 
Wagnild, 2009) 

Coping Strategies 
o Emotion-focused 

coping 
o Problem-focused 

coping 
o Maladaptive Coping 

 

 
 
 

Brief COPE (Carver, 1997) 

Compassion Satisfaction  
Professional Quality of Life, Version 5 

(Stamm, 2010) 
Criterion 
variables 

Secondary Traumatic Stress 

Burnout 

Note. This table demonstrates the variables and instruments utilized in the current study.  

 

Perceived Working Conditions Scale 

 The Perceived Working Conditions Scale (PWCS; Thompson, 2012) was designed to 

assess the occurrence and frequency of positive and negative work-place conditions experienced 

by counselors. This instrument provides an overall total score that measures counselors’ 

perceptions across five domains: (a) client characteristics, (b) clinical preparedness to serve 

clients, (c) coworker relationships, (d) job tasks, and (e) administration and overall climate 

(Thompson, 2012). Counselors’ perception of their working conditions are assessed over 46 

items on a five-point Likert scale of frequency, ranging from never (1) to almost always (5). 

Sample items include: “I have the training I need to work effectively with each of the clients on 

my caseload,” “My clients have so many problems that it is hard to even know where to start,” 
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and “Staff in my work setting are open to trying new innovative counseling approaches” 

(Thompson, 2012). The items assessing negative work factors are reverse scored. A cumulative 

score (between 46 and 230) is given, where a higher score indicates more positive perceptions 

and a lower score represents more negative perceptions (Thompson, 2012).  

The instrument was originally created for a dissertation study and consisted of 50 items, 

25 positive and 25 negative workplace conditions. Content validity of the original scale was 

established through consultation with a team of three experts (Thompson, 2012). Following 

minimal changes to the original instrument, participants (n=213) completed the survey. Original 

scoring separated the positive and negative workplace conditions. However, confirmatory factor 

analysis indicated a single loading for all items, resulting in the summed total score of the 

instrument (Thompson, 2012).  Additionally, four items were removed due to a factor loading of 

less than .4, resulting in a scale with 46 items. Cronbach’s alpha for the PWCS was .94 

(Thompson, 2012). This instrument has only been used for the original study. The existing 

norming data within a sample of counselors displayed a mean score of 172.29, with scores 

ranging from 89-229, and a standard deviation of 24.83.  

14-Item Resilience Scale 

 The 14-Item Resilience Scale (RS-14, Wagnild, 2009) is an adapted and shortened 

version of the original 25-item Resilience Scale (RS) developed by Wagnild and Young (1993). 

Both resilience scales were created to examine one’s capacity to respond with resilience; to be 

able to “bounce back” in the face of adversity or distress (Wagnild & Young, 1993). Resilience 

is a protective factor that serves to counterbalance the experience of stress (Gonzalez et al., 

2019). The original RS was developed with the following five characteristics of resilience: self-

reliance, purpose, equanimity, perseverance, and authenticity. The RS-14 utilizes the same 

factors, but does not allow for subfactor scoring, but portrays a total resilience score between 14 
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and 98. The 14 questions are self-reported on a seven-point Likert Scale ranging from strongly 

disagree (1) to strongly agree (7). Sample items include “I usually take things in stride”, “I am 

determined”, and “My belief in myself gets me through hard times”. All items are summed for a 

total score where higher scores on the RS-14 indicate higher levels of resilience (Wagnild, 2009). 

Scoring categories of the RS-14 are as follows: very low = 14 to 56; low = 57 to 64; on the low 

end = 65 to 73; moderate = 74 to 81; moderately high = 82 to 90; and high = 91 to 98 (Wagnild, 

2009). In the original study on the use of the RS-14 in a sample of 1161 participants, the mean 

score was 76.17, with a standard deviation of 13.9 (Wagnild, 2009).  

 Content validity of the original RS scale was determined through the scale questions 

reflecting accepted definitions of resilience and emerging from previous interviews from 

individuals who displayed characteristics of resilience (Wagnild, 2009). Additionally, an expert 

panel made minor edits to item wording to ensure accurate evaluation. Initial analysis for the RS-

14 was assessed using a sample of 690 participants and displayed a strong correlation with the 

original RS scale r = .97, p < .001 and strong internal consistency (α = .93; Wagnild, 2009). A 

second study was conducted to further display the reliability of the shortened version by 

evaluating a sample of 100 participants. A strong correlation between the RS and RS-14 was 

evident (r = .97, p < .001), along with strong internal consistency for RS-14 (α = .91) (Wagnild, 

2009). Principal components factor analyses were conducted for both studies and indicated an 

overall factor accounting for the majority of the total variance within the instrument (46% - 53%) 

with items loadings from .64 to .80 (Wagnild, 2009).  

Convergent and discriminant validity was established through correlating the RS-14 with 

Health Promoting Lifestyle Profile ([HPLP]; Walker et al., 1987), which is a valid and reliable 

instrument evaluating healthy behaviors across six factors (self-actualization, healthy 

responsibility, nutrition, exercise, interpersonal supports, and stress management). It was 
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hypothesized that the HPLP and RS-14 display a high correlation with two factors (.63, self-

actualization; .43, stress management), and low correlation (discriminant) with two factors (.29, 

nutrition; .29, exercise). Overlap between the two factors of stress management and interpersonal 

support was evidenced by the high correlation within the domains themselves (Wagnild, 2009). 

The RS-14 displays good construct validity which is indicated by the scores on relevant studies 

on various populations, such as depressed (39-98), healthy (55-98), heart disease (51-98), and 

persons with bipolar disorder (54-98) (Wagnild, 2009). In a sample of disaster counselors, the 

RS-14 displayed excellent internal consistency, with Cronbach’s alpha of .92 (Gonzalez et al., 

2019).  

Brief COPE 

 The Brief COPE (Carver, 1997) is an instrument designed to assess different types of 

coping strategies, such as emotion-focused and problem-focused coping. The Brief COPE is 

adapted from the full version of the COPE (Carver et al., 1989), eliminating two subscales and 

reducing the number of statements in other scales (Carver, 1997). This adaptation was in 

response to a need for a shorter scale that would decrease the burden on participants (Carver, 

1997). Carver (1997) explains that coping inventories are most often used in conjunction with 

other instruments and therefore increases the demand on participants. The Brief COPE consists 

of 14 subscales: active coping, planning, positive reframing, acceptance, humor, religion, using 

emotional support, using instrumental support, self-distraction, denial, venting, substance use, 

behavioral disengagement, and self-blame (Carver, 1997). Each subscale consists of two items 

each on a four-point Likert scale of frequency, ranging from “I haven’t been doing this at all” (1) 

to “I’ve been doing this a lot” (4). This instrument has 28 items, such as “I have been getting 

emotional support from others,” I have been looking for something good in what is happening,” 

and “I have been giving up trying to deal with it” (Carver, 1997).  
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 The Brief COPE was designed to assess various coping strategies described as emotion-

focused, problem-focused, and dysfunctional. While Carver (1986) included a conceptualization 

of dysfunctional coping, Coolidge et al. (2000) was the first researcher to include this as a type 

of coping. Meyer (2001) explains that the Brief COPE can also be grouped in maladaptive and 

adaptive coping, while Cooper et al. (2008) explained grouping to include emotion-focused, 

problem-focused, and maladaptive coping. In keeping with the previous study by Thompson 

(2012), the following groupings will be used in the present study, as described my Cooper et al. 

(2008): (a) problem-focused coping: active coping, using instrumental support, and planning; (b) 

emotion-focused coping: use of emotional support, positive reframing, humor, acceptance, and 

religion; and (c) maladaptive coping: self-distraction, substance use, denial, venting, behavioral 

disengagement, and self-blame. There is no cumulative score for this instrument (Carver, 1997), 

rather the 14 items will provide three domain scores by summing items for each problem-focused 

(ranging from six to 24), emotion-focused (ranging from 10-40), and maladaptive coping 

(ranging from 12-48), counting as three separate predictor variables in this study (Cooper et al., 

2008). In Thompson’s (2012) study, participants’ scores remained categorical (i.e., sum of Likert 

scale) for the Brief COPE and ranged from 1 to 3.7 on emotion-focused coping (M = 2.57; SD = 

.54), 1 to 4 on problem-focused coping (M = 2.75; SD = .71), and 1 to 2.92 on maladaptive 

coping (M = 1.72; SD = .41). In the longitudinal study by Cooper et al. (2008) each subscale was 

examined across three time points and displayed the: emotion-focused coping (M = 19.4; SD = 

5.3; M = 20.0; SD = 5.0; M = 21.2; SD = 4.5), problem-focused coping (M = 11.7; SD = 4.5; M = 

11.8; SD = 4.3; M = 11.4; SD = 5.0), and maladaptive coping (M = 16.1; SD = 4.4; M = 16.0; SD 

= 4.2; M = 15.9; SD = 4.6).  

Cooper et al. (2008) examined the psychometric properties of the three subscales of the 

Brief COPE on a sample of individuals caring for patients with Dementia. Adequate test-retest 
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reliability (emotional-focused, r = 0.58; problem-focused, r = 0.72; dysfunctional, r = 0.68; p = 

0.001), internal consistency, and construct validity was established (Cooper et al., 2008). Internal 

consistency for the three subscales were .72 for emotion-focused, .84 for problem-focused, and 

.75 for maladaptive coping (Cooper et al., 2008). In the study conducted by Thompson (2012), 

which uses a sample of mental health counselors, the Cronbach’s alphas were .75 for the 

subscale of emotion-focused coping, .83 for the subscale problem-focused coping, and .75 for 

the subscale of maladaptive coping.  

Professional Quality of Life 

 The Professional Quality of Life Scale, Version 5 (ProQOL; Stamm, 2010) is an 

instrument used to assess compassion fatigue and compassion satisfaction in a variety of helping 

professions, such as social work, teachers, and healthcare providers. The professional quality of 

life of an individual is comprised of factors related to work environment, personal 

characteristics, and exposure to trauma within the workplace (Stamm, 2010). Stemming from 

these three factors are the experiences of compassion fatigue and compassion satisfaction. 

Compassion fatigue is the negative consequence of helping, whereas compassion satisfaction 

represents the positive (Stamm, 2010). Compassion fatigue is separated into two subscales: 

burnout and secondary traumatic stress. Secondary traumatic stress is a natural outcome from 

helping those who are hurting and can result in PTSD-like symptoms of fear, difficulty sleeping, 

intrusive thoughts or images, and avoidance (Stamm, 2010). Burnout describes a set of 

symptoms such as “exhaustion, frustration, anger, and depression” (Stamm, 2010, p. 8). The 

pleasure and fulfillment gained as a result of serving in a helping profession is known as 

compassion satisfaction (Stamm, 2010). The ProQOL is separated into each of the three 

subscales: secondary traumatic stress, burnout, and compassion satisfaction.  
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 The ProQOL is a 30-item assessment using a 5-point Likert scale, ranging from never (1) 

to very often (5). Participants are instructed to answer each question in relation to their job 

situations within the previous 30 days (Stamm, 2010). Examples of the burnout subscale include, 

“I feel trapped by my job as a helper,” “I feel overwhelmed because my case load seems 

endless,” and “I feel connected to others” (Stamm, 2010). Five questions, such as the most 

recently mentioned one, are reverse scored. Examples of the secondary traumatic stress subscale 

include, “I am preoccupied by more than one person I help,” I think that I might have been 

affected by the traumatic stress of those I help,” and “as a result of my helping, I have intrusive, 

frightening thoughts” (Stamm, 2010). Lastly, examples from the compassion satisfaction 

subscale include, “My work makes me feel satisfied,” “I believe I can make a difference through 

my work” and “I am happy that I chose to do this work” (Stamm, 2010). Scores are not totaled 

cumulatively, but according to their subscale, with higher scores indicating higher levels of that 

specific variable (i.e., higher scores on the burnout subscale indicates higher levels of burnout) 

(Stamm, 2010). According to Stamm (2010) average scores on each subscale (i.e., STS, burnout, 

and CF) is 50, with a standard deviation of 10. Score ranges are as follows: low levels are under 

22, moderate are between 23-41, and high levels are over 42 on each subscale (Stamm, 2010). 

However, in a review conducted by De La Rosa et al. (2018) scores were shown to range 

between 13 and 21 for STS, 19 and 27 for burnout, and 33 and 42 for CS. 

The ProQOL has been shown to measure three distinct variables, yet there is evidence of 

collinearity between the two subscales of compassion fatigue r = .58 (Stamm, 2010) and r = .51 

(Craig & Sprang, 2010). However, according to Stamm (2010), the two subscales (STS and 

burnout) are distinct evidenced by the inclusion of fear-based items in the STS subscale. 

Moderate to strong internal consistency has been found for each subscale, .88 for compassion 

satisfaction, .75 for burnout, and .81 for secondary traumatic stress (Stamm, 2010). Adequate 
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internal consistency has been established in mental health counselors ([STS, α = .80; burnout, α 

= .78; CS, α = .84], Lawson & Myers, 2011), psychotherapists ([STS, α = .81; burnout, α = .80; 

CS, α = .90], Laverdiére et al., 2019) and trauma counselors ([STS, p  .77; burnout, α = .71; CS, 

α = .86], Craig & Sprang, 2010). Construct validity has been established by the continued 

research being conducted using the instrument and by the 200 published articles (Stamm, 2010).  

Demographic Questionnaire  

 The demographic questionnaire (see Appendix A) developed by Thompson (2012) was 

adapted for the current study, along with the inclusion of additional items that may assist in 

future research. The demographic survey included a variety of typical questions regarding 

participant characteristics, such as gender, ethnicity, workplace, education level, licensure, 

caseload volume, and more. Modifying Thompson’s (2012) study, participants were given 

additional options, rather than the binary “male” or “female” options. There was also a question 

examining the number of clients with trauma, trauma-related concerns, trauma-history, or 

trauma-related diagnosis on counselors’ caseloads to be used in the statistical analysis.  

Analytic Strategy 

 Following data collection procedures, all missing data or participants who did not meet 

inclusion criteria were removed, and data were cleaned for the purpose of analysis. Two 

hierarchical multiple regression analyses were conducted, one on each of the criterion variables 

(i.e., secondary traumatic stress and burnout) in the Statistical Package of Social Sciences, 26 

(SPSS). Hierarchical regressions allow the researcher to control the order predictor variables are 

entered into the analysis, but the rationale must be grounded in theory. Hierarchical regression 

analyses display “change in predictability associated with predictor variables entered later in the 

analysis over and above that contributed by predictor variables entered earlier in the analysis” 

(Petrocelli, 2003, p. 11). Petrocelli (2003) continues by explaining that preexisting variables 
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should be accounted for in the model first, followed by the addition of new variables under 

investigation. Through this method, the incremental variance in the criterion variable explained 

by each additional predictor variable can be accounted for (Hoyt et al., 2008). Thompson (2012) 

previously found the variables of perceived working conditions, coping strategies, and 

compassion satisfaction to be predictive of burnout and CF in a linear regression. Therefore, the 

purpose of the hierarchical regression was to investigate the predictive ability of and unique 

variance explained by these additional variables of caseload volume of clients with trauma-

related concerns and resilience.  

Hierarchical regression analyses are theory driven and the addition of variables at each 

step should stem from theory or previous research (Petrocelli, 2003). For the current study, the 

predictor variables of perception of working conditions, emotion-focused coping, problem-

focused coping, maladaptive coping, and compassion satisfaction were entered at Step 1 since 

each of these variables have previously been identified as contributors to STS and burnout 

(Thompson, 2012). Petrocelli (2003) states that variables can be added into the regression 

analyses based on relevance. Therefore, caseload number of clients with trauma-related concerns 

were entered at Step 2, given the literature stating that heavier trauma caseloads lead to greater 

levels of STS and burnout (Kulkarni et al., 2013; Meyers & Cornille, 2002). Lastly, resilience 

was added in Step 3 given its relationship with increasing effective coping, building compassion 

satisfaction, and decreasing STS and burnout. Based upon the previous research, there is 

reasonable expectation that the variables are related causally in this order. 

 Hierarchical regression analyses were chosen as the optimal statistical method due to the 

prevalence of correlated variables in social science research (Lewis, 2007). This statistical 

analysis is best to analyze the impact of predictor variables after controlling other variables 

previously found to be significant contributors of an outcome (Lewis, 2007). It allowed the 
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researcher to examine the unique contribution of variables entered at later steps. Furthermore, 

hierarchical regression analyses displayed the relation among all variables, and which predictor 

variables contributed significantly to the secondary impacts of trauma on counselors.  

Hypotheses 

1. There is a significant influence of caseload of clients with trauma-related concerns, 

perceived working conditions, resilience, emotion-focused coping, problem-focused 

coping, maladaptive coping, and compassion satisfaction in predicting counselors’ level 

of secondary traumatic stress. 

a. Resilience and caseload volume of clients with trauma weigh strongly on the 

prediction of STS 

2. There is a significant influence of caseload of clients with trauma-related concerns, 

perceived working conditions, resilience, emotion-focused coping, problem-focused 

coping, maladaptive coping, and compassion satisfaction in predicting counselors’ level 

of burnout 

a. Resilience and caseload volume of clients with trauma weigh strongly on the 

prediction of burnout. 

Summary 

 The purpose of this study was to explore the relationship of perceived working 

conditions, type of coping resource, caseload of clients with trauma-related concerns, resilience, 

and compassion satisfaction on counselor’s level of secondary traumatic stress and burnout. The 

researcher was specifically interested in the predictive ability and weight of resilience and 

caseload on the two criterion variables. Recruitment involved a national sample of mental health 

counselors from various different associations. The participants completed the Working 

Conditions Scale, Brief COPE, 14-Item Resilience Scale, the Professional Quality of Life Scale 
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(Version 5), and a demographic questionnaire. Data were analyzed through two hierarchical 

regression analyses. Beta weights were examined to assess the predictive ability of resilience and 

caseload of clients with trauma-related concerns. All results are presented in Chapter 4. A further 

discussion of the results, implications, limitations, and future considerations are presented in 

Chapter 5.  
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CHAPTER 4 

RESULTS 

 This purpose of this cross-sectional, quantitative research study was to examine how 

workplace perceptions, client factors, and individual resources predict counselor secondary 

stress. Seven predictor variables were examined on secondary traumatic stress and burnout: 1) 

counselors’ perception of their working conditions, 2) caseload volume of clients with trauma, 3) 

emotion-focused coping, 4) problem-focused coping, 5) maladaptive coping, 6) compassion 

satisfaction, and 7) resilience. One hundred and twenty-five mental health counselors met 

inclusion criteria to participate in the study. In the following sections, the preliminary results, 

descriptive statistics of all variables of interest, reliability statistics, relationships among the 

variables, and the results related to the research questions are presented.  

 Data analysis began with the descriptive statistic of the sample, which are presented in 

Chapter 3. The descriptive statistics, such as means, standard deviations, and range of each study 

variable are presented below. Internal reliability statistics are provided for the Perceived 

Working Conditions Scale, 14-Item Resilience Scale, the three subscales of the Brief COPE (i.e., 

emotion-focused coping, problem-focused coping, and maladaptive coping), and the secondary 

traumatic stress, burnout, and compassion satisfaction subscales of the Professional Quality of 

Life Scale, Version 5. A correlation matrix is provided to display the relationships among the 

variables of interest. Lastly, two hierarchical multiple regressions were computed to predict the 

outcome variables of STS and burnout.  

Preliminary Results 

 Prior to analysis, all data were screened for completion, potential violations of 

assumptions, such as normality, linearity, and multicollinearity, and any missing data (Field, 

2013). Participants with missing or incomplete data on survey instruments were removed. If data 
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was missing from items in the demographic questionnaire, the item was left blank since it was 

not included in data analysis. G*Power (Version 3.1, Faul et al., 2012) indicated a sample size of 

103 was needed to find significance in this study. Therefore, a sample of 125 was deemed 

sufficient to find a statistically significant effect (Cohen, 1992). A post hoc G*Power analysis 

displayed a power of .88 for the sample size obtained for this study.  

 Assumptions of normality were assessed using box plots and Q-Q plots. Outliers that 

were above three standard deviations from the mean were removed to adjust for skewness, 

enabling skewness to be within normal range (i.e., between -2 and 2, Weston & Gore, 2006). 

Scatterplots were assessed and indicated linearity of the data. It was determined that after 

removing outliers, no variables violated the assumptions of normality. Multicollinearity was not 

present due to the variance inflation factors (VIF) being under 10 and tolerance being over .1 

(Myers, 1990). No autocorrelation was found in the residuals of the sample, evidenced by the 

assumptions of independent errors being met within the sample (Durbin-Watson value under 

2.15).   

Descriptive Statistics of the Variables of Interest 

 The participants completed four survey instruments that have previously been validated 

and a researcher designed demographics questionnaire. The survey instruments used assess the 

following constructs: perceived working conditions (n=123), caseload of clients with trauma-

related concerns (n=121), resilience (n=124), emotion-focused coping (n=124), problem-focused 

coping (n=125), maladaptive coping (n=124), compassion satisfaction (n=124), burnout (n=124), 

and STS (n=124). The descriptive statistics for the variables of interest are explained below and 

presented in Table 4-1.  
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Table 4-1  

Descriptive Statistics for Variables of Interest 

Variable 

 Range Range  

Mean Low Score High Score SD 

PWC 174.40 108 214 24.837 

Caseload volume 12.50 1 37 8.123 

Problem-Focused  17.52 6 24 4.023 

Emotion-Focused 26.85 15 40 5.083 

Maladaptive 22.46 12 37 4.582 

CS 41.06 28 50 5.495 

Resilience 84.23 58 98 9.296 

STS 21.25 11 37 5.525 

Burnout 22.09 12 39 5.718 

Note: PWC= perceived working conditions, CS= compassion satisfaction, STS= secondary 
traumatic stress.  
 

 Scores varied on the RS-14 with participants self-reporting different levels of resilience. 

However, no participants scored very low (between 14 and 56) on this instrument. 

Approximately six percent of the sample scored in the low range (between 57 and 64) for 

resilience (n=7), 6.4% (n=8) on the low end (scores between 65 and 73), 23.2% (n=29) in the 

moderate range (scores between 74 and 81), 40% (n=50) as moderately high (scores between 82 

and 90), and 24.2% (n=30) in the high range (scores between 91 and 98).  All three of the 

subscales of the ProQOL have the following cut off scores: low levels (under 22), moderate 

levels (between 23-41), high levels (greater than 42). Sixty-one participants reported moderate 

levels of CS (49.2%), whereas 63 reported high levels (50.8%). No participants scored low for 

CS. Sixty-nine participants (55.6%) reported low levels of STS and 55 participants (44.4%) 

reported moderate levels. No participants indicated high levels of STS. Sixty-seven participants 

reported low levels of burnout (54%), whereas 57 reported moderate levels (46%). No 

participants self-reported as having high levels of burnout.  
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Reliability Statistics 

 The reliability statistics of each of the scales and subscales related to the variables of 

interest are reported below. The Perceived Working Conditions Scale, which consisted of 46 

items, displayed strong internal consistency, α = .95. Each of the subscales of the Brief COPE 

displayed adequate to strong internal consistency. The emotion-focused coping subscale 

consisted of 10-items and had adequate reliability with a Cronbach’s alpha of .76. The problem-

focused coping subscale that consisted of six-items displayed strong internal consistency, α = 

.84. The maladaptive coping subscale, which consisted of 12 items, displayed adequate reliability 

with a Cronbach’s alpha of .71.  

 The 14-Item Resilience Scale displayed strong internal consistency with a Cronbach’s 

alpha of .89. Each of the subscale of the Professional Quality of Life Scale had 10 items and 

displayed strong internal consistency for this sample. The subscale of compassion satisfaction  

displayed a Cronbach’s alpha of .90; STS subscale showed a Cronbach’s alpha of .81, and 

burnout had a Cronbach’s alpha of .82.  

Relationships Among Variables 

 A correlation matrix was calculated to display the relationships among the variables of 

interest. Pearson’s r statistic was used due to meeting the assumptions of normality in the dataset 

(Pallent, 2018). Several significant correlations were present among the variables, which are 

presented in Table 4-2.  

 Counselor perceived working conditions was positively correlated with emotion-focused 

coping (r = .342, p < .001), resilience (r = .404, p < .001), and compassion satisfaction (r = .516, 

p < .001). Conversely, counselor perceived working conditions were inversely related to 

maladaptive coping (r = -.408, p < .001), STS (r = -.367, p < .001), burnout (r = -.732, p < .001), 
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and caseload volume of clients with trauma-related concerns (r = -.338, p < .001). There was no 

significant relationship between perceived working conditions and problem-focused coping. 

 Caseload volume of clients with trauma-related concerns was positively correlated with 

STS (r = .262, p < .01) and burnout (r = .277, p < .01). Caseload volume of clients with trauma-

related concerns was negatively correlated with perceived working conditions (r = -.338, p < 

.001). The following variables were not found to be significant with caseload volume of clients 

with trauma: problem-focused coping, emotion-focused coping, maladaptive coping, resilience, 

and compassion satisfaction.  

 Problem-focused coping was positively correlated with emotion-focused coping (r = .438, 

p < .001), resilience (r = .228, p < .05), and compassion satisfaction (r = .306, p < .01). The 

relationships among the following variables were not found to be significant with problem-

focused coping: perceived working conditions, maladaptive coping, secondary traumatic stress, 

burnout, and caseload volume of clients with trauma-related concerns. Emotion-focused coping 

was positively correlated with perceived working conditions (r = .342, p < .001), problem-

focused coping (r = .438, p < .001), resilience (r = .337, p < .001), and compassion satisfaction (r 

= .378, p < .001). Emotion-focused coping was negatively correlated with burnout (r = -.227, p < 

.05). Maladaptive coping, STS, and caseload volume of clients with trauma-related concerns 

were not found to be significantly correlated with emotion-focused coping. Maladaptive coping 

was positively correlated with STS (r = .502, p < .001) and burnout (r = .605, p < .001), with 

VIF’s under two. Maladaptive coping was negatively correlated with perceived working 

conditions (r = -.408, p < .001), resilience (r = -.330, p < .001), and compassion satisfaction (r = -

.430, p < .001). The following variables did not display a significant relationship with 

maladaptive coping: problem-focused coping, emotion-focused coping, and caseload volume of 

clients with trauma-related concerns (see Table 4-2).  
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Table 4-2 

Correlation Matrix for Variables of Interest 

 1 2 3 4 5 6 7 8 9 

1 PWC -         

2 PF ns -        

3 EF .342*** .438*** -       

4 Mal -.408*** ns ns -      

5 RS .404*** .228* .337*** -.330*** -     

6 STS -.367*** ns ns .502*** ns -    

7 BO -.732*** ns -.227* .605*** -.552*** .550*** -   

8 CS .516*** .306** .378*** -.430*** .626*** -.271** -.734*** -  

9 CV -.338*** ns ns ns ns .262** .277** ns 1.0 

Note: PWC= perceived working conditions, PF= problem-focused coping, EF= emotion-focused 
coping, Mal= Maladaptive coping, RS= resilience, STS= secondary traumatic stress, BO= 
burnout, CS= compassion satisfaction, CV= caseload volume of clients with trauma-related 
concerns. *p=<.05, **p=<.01, ***=p<.001 
 

 Resilience displayed a positive correlation with perceived working conditions (r = .404, p 

< .001), problem-focused coping (r = .228, p < .05), emotion-focused coping (r = .337, p < .001), 

and compassion satisfaction (r = .626, p < .001). Resilience was negatively correlated with 

maladaptive coping (r = -.330, p < .001) and burnout (r = -.552, p < .001). Caseload volume of 

clients with trauma-related concerns and STS were not found to be significantly correlated with 

resilience.  

Compassion satisfaction was positively correlated with perceived working conditions (r = 

.516, p < .001), problem-focused coping (r = .306, p < .01), emotion-focused coping (r = .378, p 

< .001), and resilience (r = .626, p < .001). Compassion satisfaction displayed a negative 

correlation with maladaptive coping (r = -.430, p < .001), STS (r = -.271, p < .01), and burnout (r 

= -.734, p < .001). Caseload volume of clients with trauma-related concerns did not display a 

significant correlation with compassion satisfaction.  
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Results 

Research Question 1 

The first research question posed was the following: Does caseload of clients with 

trauma-related concerns, perceived working conditions, resilience, emotion-focused coping, 

problem-focused coping, maladaptive coping, and compassion satisfaction influence secondary 

traumatic stress in counselors? To answer this question, a hierarchical multiple linear regression 

was calculated with perceived working conditions, emotion-focused coping, problem-focused 

coping, maladaptive coping, and compassion satisfaction entered at Step 1, caseload volume of 

clients with trauma-related concerns entered at Step 2, and resilience entered at Step 3. The 

model summary is displayed in Table 4-3. 

Table 4-3 

Hierarchical Multiple Regression Predicting Secondary Traumatic Stress 

 R 2 B SE B β t p 

 .317      
Constant  11.87 6.39  1.86 ns 

PWC  -.026 .024 -.116 -1.098 ns 
PF  .006 .123 .005 .052 ns 
EF  -.029 .104 -.027 -.282 ns 

Mal  .535 .112 .444 4.79 .000** 
CS  -.028 .116 -.028 -.243 ns 

CV  .127 .059 .187 2.17 .032* 
RS  .025 .062 .043 .406 ns 

Note: PWC= perceived working conditions, PF= problem-focused coping, EF= emotion-focused 
coping, Mal= Maladaptive coping, RS= resilience, CS= compassion satisfaction, CV= caseload 
volume of clients with trauma-related concerns. *p=<.05, **=p<.001 
 

After controlling for the variables in Step 1, the model was significant, F(5, 114) = 9.05, 

p = .000, and explained 28.4% of the variance in STS. When caseload volume of clients with 

trauma-related concerns was added to the model at Step 2, there was a significant change in 

variance, with an R 2 change of 3.2%. The model continued to display significance F(6, 113) = 

8.71, p = .000 and explained a total of 31.6% of the variance in STS. Lastly when resilience was 



 

 67

added to the model at Step 3, there was a non-significant change in variance explained in STS, 

yet the model still showed significance F(7, 112) = 7.43, p = .000. The final model explained 

31.7% of the variance in STS. Maladaptive coping (p = .000) and caseload volume of clients 

with trauma-related concerns (p < .05). were the only two variables in the final model displaying 

significance. 

Research Question 1.a 

 The follow-up research question of how the specific variables of resilience and caseload 

weigh on STS is also presented in Table 4-3. Caseload of clients with trauma-related concerns 

displayed a statistically significant beta weight in the model predicting STS (β = .19, p < .05). 

Resilience was not significant within the model predicting STS.  

Research Question 2 

The second research question posed stated: Does caseload of clients with trauma-related 

concerns, perceived working conditions, resilience, emotion-focused coping, problem-focused 

coping, maladaptive coping, and compassion satisfaction influence burnout in counselors? To 

answer this question, a hierarchical multiple linear regression was calculated with perceived 

working conditions, emotion-focused coping, problem-focused coping, maladaptive coping, and 

compassion satisfaction entered at Step 1, caseload volume of clients with trauma-related 

concerns entered at Step 2, and resilience entered at Step 3. The model summary is displayed in 

Table 4-4. 
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Table 4-4 

Hierarchical Multiple Regression Predicting Burnout  

 R 2 B SE B β t p 

 .784      
Constant  48.69 3.72  13.36 .000** 
PWC  -.086 .014 -.375 -6.31 .000** 
PF  .011 .071 .008 .161 ns 
EF  .098 .061 .087 1.61 ns 

Mal  .294 .065 .236 4.53 .000** 
CS  -.413 .068 -.395 -6.12 .000** 
CV  .084 .034 .120 2.47 .015* 
RS  -.072 .036 -.116 -1.99 .049* 

Note: PWC= perceived working conditions, PF= problem-focused coping, EF= emotion-focused 
coping, Mal= Maladaptive coping, RS= resilience, CS= compassion satisfaction, CV= caseload 
volume of clients with trauma-related concerns. **=p<.001, N=125 
 

After controlling for the variables in Step 1, the model was significant, F(5, 114) = 75.35, 

p = .000, and explained 76.8% of the variance in burnout. When caseload volume of clients with 

trauma-related concerns was added to the model at Step 2, there was a significant change in 

variance, with an R 2 increase of .9%. The model continued to be significant F(6, 113) = 65.4, p 

= .000, and explained a total of 77.6% of the variance in burnout. Lastly when resilience was 

added to the model at Step 3, there was a significant change of .8% in variance explained in 

burnout, F(7, 112) = 58.1, p = .000. The final model explained 78.4% of the variance in burnout. 

Within the final model, the majority of the variables were significant: perceived working 

conditions (p = .000), maladaptive coping (p = .000),compassion satisfaction (p = .000), caseload 

volume of clients with trauma-related concerns (p < .05), and resilience (p < .05). 

Research Question 2.a 

 The follow-up research question of how the specific variables of resilience and caseload 

weigh on burnout is also presented in Table 4-4. The two variables of interest displayed 

statistically significant beta weights within the model predicting STS: Caseload of clients with 

trauma-related concerns (β = .12, p < .05) and resilience (β = .12, p < .05).  
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Summary 

 Hypothesis one stated that there is a significant influence of caseload of clients with 

trauma-related concerns, perceived working conditions, resilience, emotion-focused coping, 

problem-focused coping, maladaptive coping, and compassion satisfaction in predicting 

counselors’ level of secondary traumatic stress, was accepted. The sub-hypothesis, which stated 

that resilience and caseload volume of clients with trauma-related concerns weigh strongly on 

the prediction of STS was only partially accepted. Caseload volume of clients with trauma-

related concerns weighed strongly on STS, whereas resilience did not. Hypothesis two, which 

stated that there is a significant influence of caseload of clients with trauma-related concerns, 

perceived working conditions, resilience, emotion-focused coping, problem-focused coping, 

maladaptive coping, and compassion satisfaction in predicting counselors’ level of burnout, was 

accepted. The sub-hypothesis, which stated that resilience and caseload volume of clients with 

trauma-related concerns weigh strongly on the prediction of burnout, was accepted. 
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CHAPTER 5 

DISCUSSION 

  The transactional theory of stress and coping (Lazarus & Folkman, 1986) posits that the 

relationship with stress is impacted by both individual and workplace factors. Furthermore, 

Stamm (2010) asserts that individual, organizational, and client factors contribute to the stress 

outcomes of STS and burnout. The purpose of this study was to expand the work of Thompson 

(2012) by examining the personal, client, and contextual factors that might be predictive of STS 

and burnout in mental health counselors. The current study included the seven predictor variables 

of counselors’ perception of their working conditions, caseload volume of clients with trauma-

related concerns, emotion-focused coping, problem-focused coping, maladaptive coping, 

compassion satisfaction, and resilience, and the two criterion variables of STS and burnout. It 

was hypothesized that models consisting of the seven variables would significantly predict both 

STS and burnout. Furthermore, the researcher hypothesized that caseload volume of clients with 

trauma-related concerns and resilience would weigh strongly on both outcome variables. This 

chapter will present a discussion of the results, along with implications, future research, and 

conclusion.  

Discussion of Results 

The Variables of Interest 

 Counselor’s perceived working conditions are the overall positive and negative beliefs 

one has toward and within their work environment (Thompson, 2012). This is the second study 

that has utilized the Perceived Working Conditions Scale (PWCS; Thompson, 2012). The results 

of this study displayed a mean score of 174.40, which is consistent with the previous norming 

data from Thompson’s (2012) previous study (M =172.29). With a total possible score of 230, it 

is apparent that the sample had overall positive perceptions of their working conditions. Since 
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this instrument included items such as client characteristics, clinical preparedness to serve 

clients, coworker relationships, job tasks, and administration and overall climate, it can be 

assumed that this instrument covers the majority of the workplace factors relevant for 

professional counselors. It must be noted here that a high percentage of the sample (53.6%) 

reported working in private practice. It is plausible that the workplace setting contributes to the 

positive perceptions of working conditions. However, only 32% of participants in the study by 

Thompson (2012) worked in private practice, with another 31% working in community mental 

health. With similar burnout scores to the current study, this may suggest that the workplace 

setting has little bearing on perceptions of work factors.  

 Three different types of coping strategies were examined in this study, emotion-focused, 

problem-focused, and maladaptive coping (Cooper et al., 2008). Emotion-focused coping serves 

to lessen the emotional experience resulting from the stressor (Cooper et al., 2008; Lazarus & 

Folkman, 1984). Problem-focused coping is an attempt to employ problem-solving techniques to 

deal with the stressor (Cooper et al., 2008; Lazarus & Folkman, 1984). Lastly, maladaptive 

coping explains techniques used to avoid whatever is elicited by the stressor (Cooper et al., 

2008). Results from the current study suggest that participants had overall higher scores on 

emotion-focused coping (M = 26.85) than results from three different evaluation points in the 

longitudinal study by Cooper et al. (2008) with means between 19 and 21. The current results on 

this subscale were greater than one standard deviation above the means in Cooper et al.’s (2008) 

study. Problem-focused coping was also higher in the current sample (M = 17.52) compared with 

Cooper et al. (2008) that displayed means between 11.4 and 11.8. Additionally, this study 

showed higher maladaptive coping scores (M = 22.46) than the original study by Cooper et al. 

(2008) who found means between 16.1 and 19.9 over the three different time periods within the 
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longitudinal study. This suggests more overall coping displayed in the current sample, regardless 

of type.  

Resilience is the ability to bounce-back from adversity and regain a sense of homeostasis 

in one’s life (Hou & Skovholt, 2020; Rutter, 1987). In the current sample, the mean of resilience 

was higher with a smaller standard deviation than previously reported. In the RS-14, scores range 

from 14 to 98 with a mean of 76.17 and a standard deviation of 13.9. Gonzalez et al. (2019) 

reported participant scores ranging from 54 to 98 (M = 80.7; SD = 10.41). The current sample 

displayed participant responses from 58 to 98 (M = 84.23; SD = 9.3), with the highest percentage 

of individuals self-reporting between the moderately high to high range (64.2%).  

Compassion satisfaction results from the belief that one is doing their job well and 

making a difference in the clients being served (Stamm, 2010). Participants in this sample also 

reported having higher levels of CS, as indicated by 49% being in the moderate range and 51% 

in the high range (M = 41.06). This is slightly higher than previously reported results in a 

national sample (M = 39.3, Stamm, 2009). These results are consistent with previous research on 

mental health counselors (Burnett & Wahl, 2015; Craig & Sprang, 2010; Lakioti et al., 2020; 

Sprang et al., 2007). This indicates that higher levels of resilience and CS were found in the 

resultant sample suggesting the presence of increased protective factors against adverse 

experiences. 

Secondary traumatic stress is a natural consequence of indirect exposure to trauma and 

may result in symptoms resembling that of PTSD (Stamm, 2010). Seventy-five percent of 

participants in a study by Burnett and Wahl (2015) reported high levels of STS, which is 

opposite of what was found in the current study, with 56% of participants scoring low and 44% 

scoring moderate (M = 21.25). While the mean indicates a presence of lower levels of STS, the 
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current results are higher than previous results with mental health professionals (M = 17.93; 

Lakioti et al., 2020).  

Burnout is believed to be a condition represented by emotional exhaustion, fatigue, 

negative attitude toward work, and diminished feelings of personal accomplishment, and 

decreased care for clients (Pines & Maslach, 1978). The mean of the burnout scores in this 

sample was on the cutoff line between low and moderate levels (M = 22.09), which is lower than 

the reported national sample (M = 23; Stamm, 2005), within a sample of mental health 

counselors, (M = 27.1, Sprang et al., 2007), and a sample of trauma responders (Burnett & Wahl, 

2015). Other mental health providers have displayed lower burnout scores (M = 19.89; Lakioti et 

al., 2020; M = 19.9, Sprang et al., 2007), which is still slightly lower than the levels in the 

present sample. It has been previously reported that mental health counselors display higher 

levels of burnout than other mental health providers (Imai et al., 2004; Sprang et al., 2007). 

While this seems to remain true, it is encouraging to see a drop in burnout levels in counselors.  

Workplace setting might have an impact on the levels of burnout and STS found in the 

present sample. The lower levels of burnout could be related to a high percentage of the sample 

working in private practice, where workplace stressors are believed to be less compared to other 

community-based settings (Lent & Schwartz, 2012). However, regardless of workplace setting, 

the levels of STS remain slightly higher than that of other mental health professionals (Lakioti et 

al., 2020). This may indicate that STS might be more related to client factors than those of the 

workplace.  

The mean STS and burnout scores seem to suggest that participants are not at significant 

risk of impairment and do not feel weighed down or ineffective in their workplace overall 

(Stamm, 2010). Additionally, the higher levels of CS appear to be a protective factor. This is in 

alignment with the conceptualization that CS is a counterbalance to STS and burnout (Stamm, 
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2010). This also suggests that participants find benefit from their work environment, have good 

rapport with clients, and are able to care for themselves in the midst of secondary exposure to 

trauma (Stamm, 2010). The overall lower levels of STS in the present sample may be a 

contributing factor of the non-significant results found in the regression model. Furthermore, the 

higher levels of resilience in relation to lower levels of STS and burnout is consistent with 

previous research explaining that increased resilience is related to decreased stress outcomes 

(Hou & Skovholt, 2020; Richardson et al., 1990).  

Research Question 1 (STS) 

 Through the first research question, the researcher examined how all seven variables of 

perceived working conditions, caseload volume of clients with trauma-related concerns, 

emotion-focused coping, problem-focused coping, maladaptive coping, resilience, and 

compassion satisfaction predicted STS. The final model was significant and explained 31.7% of 

the variance in STS. These results were consistent with those found by Thompson (2012), where 

the model indicated 31.1% of the variance was explained in STS. Her model included 

mindfulness, years of experience, and gender, and did not contain resilience or caseload volume 

of clients with trauma-related concerns. In her model, counselors’ positive perceptions of their 

working conditions, increased years of experience, decreased mindfulness, and the use of 

maladaptive coping contributed significantly, with the following weighing strongly on STS: 

maladaptive coping (β = .22, p < .01) perceived working conditions (β = -.196, p < .05), and 

years of experience (β = .13, p < .05). The results from the current model displayed the following 

variables weighing strongly on STS: maladaptive coping (β = .44, p < .001) and caseload volume 

of clients with trauma-related concerns (β = .19, p < .05).  

It was hypothesized that resilience would weigh significantly on the model due its 

connection with mindfulness (Harker et al., 2016) building CS (Burnette & Wahl, 2015; 
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Gonzalez et al., 2019; Latkioti et al., 2020), and enabling the use of adaptive coping mechanisms 

(Wagnild & Young, 1993; Bonanno, 2008), yet this hypothesis was rejected. It was also 

hypothesized that caseload volume of clients with trauma-related concerns would also weigh 

significantly on STS. This hypothesis was accepted and aligns with previous literature (Craig & 

Sprang, 2010; Kulkarni et al., 2013; Laverdiére et al., 2019). It appears that caseload volume of 

clients with trauma-related concerns should be taken into account when examining the variables 

predicting STS, evidenced by its significant weight (β = .19, p < .05). These results may indicate 

the need for individuals who work with clients with trauma symptoms to monitor the number of 

clients on their caseload. Though more research may be warranted, there seems to be indication 

that more clients with trauma-related concerns could be a factor in increased STS. It is also 

important to take this variable into consideration along with maladaptive coping, since the two 

weighed strongly on STS. Maladaptive coping was the more heavily weighted variable in the 

final regression model which seems to suggest that this alongside larger caseloads of clients with 

trauma histories may be two factors that can quickly lead to STS. Theoretically, if a counselor 

had a high maladaptive coping score, they would not want a high volume of clients with trauma 

concerns, as this will lead to increased STS. It is evident however, that there are additional 

variables contributing to STS that have not been accounted for in either the current study or the 

previous one by Thompson (2012).   

Workplace Perceptions and Secondary Traumatic Stress 

 Counselors’ perceptions of their working conditions were not found to be a significant 

predictor of STS within the current sample. These findings were inconsistent with those found by 

Thompson (2012), yet consistent with those found by Beckerman and Wozniak (2018). The 

results are not entirely surprising given that the greatest predictor of STS is exposure to indirect 

trauma (Stamm, 2010). This might explain why perceptions of working conditions were not a 
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significant contributor within the model. However, through the conceptualization by Stamm 

(2010), workplace factors were believed to contribute to the onset and perpetuation of STS. This 

is cause for continued investigation regarding the types of workplace factors that predict STS.  

It is interesting, however that counselors’ perceptions of their working conditions had a 

significant small to moderate inverse relationship with STS. This indicates that while not a 

significant predictor, negative perceptions of working conditions were present in participants 

with higher levels of STS. This aligns with previous literature on how more favorable 

perceptions of workplace factors, such as access or organizational information, increased social 

support, and adequate supervision, are associated with decreased levels of STS (Choi, 2011). 

These findings suggest that while the two variables are related, one does not cause the other. 

While organizations can increase their support of counselors, it appears that the onus of control 

lies predominantly with the individual, rather than outside factors. Therefore, it is plausible that 

it is the counselor’s responsibility to guard themselves against the effects of STS.  

Coping Strategies and Secondary Traumatic Stress 

 Maladaptive coping and caseload volume of clients with trauma-related concerns were 

both significant predictors of STS, yet maladaptive coping was the only significant coping 

strategy. In fact, it was the strongest predictor within the model (β = .44, p < .001). Thompson 

(2012) also found maladaptive coping to be a strong predictor (β = .22, p < .01), whereas the 

other types of coping were not significantly predictive of STS. This aligns with previous research 

indicating that the use of maladaptive coping strategies, such as self-distraction, substance use, 

denial, venting, behavioral disengagement, and self-blame, lead to increased STS or CF 

(Jacobson, 2012; Thompson, 2012). It might also be possible that increased STS or CF causes an 

increase in maladaptive coping. However, based on the research of Collins and Long (2003), it 
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was assumed that both emotion-focused and problem-focused coping would help to mitigate 

stress outcomes, yet this was not the result within the current sample.  

 These findings suggest that counselors use of increased maladaptive coping mechanisms 

leads to a greater risk of experiencing STS. Conversely, as the use of maladaptive coping 

decreases, so does the risk of STS. This would lead one to believe that simply by decreasing 

avoidance tactics, STS can be buffered against. This is interesting, especially given that the other 

types of coping were not found to be significant protective factors in the current study or the 

previous one by Thompson (2012). It is worth questioning what might be happening for a 

counselor that is driving maladaptive coping scores. At minimum, it can be inferred that by 

teaching better coping, STS levels might decrease. Therefore, similar to how counselors help 

clients decrease avoidance, counselors must also do the same in order to protect against negative 

outcomes.  

Compassion Satisfaction and Secondary Traumatic Stress 

 Compassion satisfaction did not significantly contribute to the model explaining STS in 

the current sample. This was consistent with the results found by Thompson (2012). Compassion 

satisfaction has previously been found to decrease the experience and symptoms of STS (Figley 

& Ludick, 2017) or even prevent it (Figley & Stamm, 1996). While this was not the case in the 

current study, there was a significant inverse relationship between levels of CS and STS, where 

lower levels of STS were found in participants with higher CS. While the two variables are 

related, higher levels of CS did not predict lower levels of STS. This might mean that a 

counselor can find satisfaction from their job and still experience STS. Given these findings, 

counselors must find other ways to combat STS in order to mitigate traumatization and remain 

unimpaired. 
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Caseload Volume of Clients with Trauma-Related Concerns and Secondary Traumatic Stress 

 Caseload volume of clients with trauma-related concerns significantly contributed to the 

model explaining STS. Counselors with more clients with trauma-related concerns predicted 

higher STS levels. This finding is not surprising given that indirect exposure to trauma is a 

component of the definition of STS (Stamm, 2010). However, this variable was included in the 

study due to conflicting evidence of its relationship with STS (Choi, 2011; Craig & Sprang, 

2010; Ivicic & Motta, 2017; Kulkarni et al., 2013; Laverdiére et al., 2019; Meyers & Cornille, 

2002). The current findings align with previous research by Craig and Sprang (2010), Kulkarni et 

al. (2013), and Laverdiére et al. (2019) who also found working with trauma-related populations 

to be a predictor of STS.  

 It was hypothesized that higher caseloads of clients with trauma-related concerns would 

strongly predict STS. While it was not the strongest predictor of STS, the weight was still 

substantial (β = .19, p < .05). In light of these results, counselors must be mindful of the number 

of clients on their caseload with trauma histories, as an increase in clients with trauma will 

increase STS scores. While 90% of clients seeking treatment are believed to have experienced at 

least one trauma (SAMHSA, n.d), mental health counselors will not be able to avoid exposure 

altogether. This means that counselors would expect to experience at least some level of STS due 

to their role within the profession yet they may not be symptomatic (ProQOL, 2019). The results 

of this study are fascinating as it can inform the number of clients with trauma-concerns that a 

counselor sees. It can be assumed that the larger the caseload with trauma-laden material, the 

higher and potentially more symptomatic the experience of STS. However, additional variables 

such as mindfulness (Thompson, 2012), CS (Figley & Ludick, 2017), or self-care (Ludick, 2013) 

may be helpful in buffering the effects. It would be worth examining factors that may mitigate 

the outcome of STS, since a large portion of the variable is still unexplained.  
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Resilience and Secondary Traumatic Stress 

 According to the data analysis, resilience did not buffer against secondary traumatic 

stress in the current sample. These findings are consistent with previous research indicating that 

resilience is not a significant predictor of STS (Little, 2015). However, other contradictory 

research has found resilience as a significant protective factor against STS (Burnett, 2017; 

Burnett & Wahl, 2015; Gonzalez et al., 2019; Harker et al., 2016; Lakioti et al., 2020). While it 

was hypothesized that resilience would weigh strongly on STS, it is not entirely shocking that it 

was not a significant protective factor. STS is a natural consequence of exposure to second-hand 

trauma (Stamm, 2010); therefore, some level of STS is expected when working with clients who 

share their traumatic experiences (Figley & Ludick, 2017; Stamm, 2010). Additionally, it can be 

assumed that regardless of resilience level, counselors who are indirectly exposed to trauma will 

experience some aspects of STS. However, not everyone who experiences STS will be 

traumatized by it (ProQOL, 2019). Perhaps, it is the traumatization from STS that resilience 

helps to protect against.  

 Two previous studies examined resilience through the use of the RS-14 and the 

Resilience Factor Inventory. One of the previous studies that found STS to be significantly 

predicted by resilience was Harker et al. (2016). However, to examine resilience, a scale other 

than the RS-14 (Wagnild, 2009), was used (i.e., The Resilience Factor Inventory). It is plausible 

that the two scales portray resilience differently, which might account for the significance found 

in the Harker et al. (2016) study. However, Burnett & Wahl (2015) and Gonzalez et al. (2019) 

utilized the RS-14 and still found resilience to be a significant predictor of STS, whereas Little 

(2005) did not. This suggests that there may be a variable related to the current sample that has 

been unaccounted for or there is something missing within the current understanding of the 

construct. Conversely, the present sample displayed much lower STS scores than previous 
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research (i.e., Burnett & Wahl, 2015), which might have contributed to the lack of predictive 

ability of resilience on STS scores.  

 Resilience was found to be significantly correlated with STS, which aligns with previous 

research (Burnett, 2017; Burnett & Wahl, 2015; Gonzalez et al., 2019). This indicates that 

professionals secondarily exposed to trauma who have higher resilience levels have also 

displayed lower levels of STS. This was also evident through the correlation matrix in the current 

study. Higher levels of resilience were significantly related to lower levels of STS. So, while 

resilience levels were not found to be predictive of STS, the two are still shown to be related.  

Research Question 2 (Burnout) 

 Through the second research question, the researcher examined how the seven predictor 

variables of perceived working condition, caseload volume of clients with trauma-related 

concerns, emotion-focused coping, problem-focused coping, maladaptive coping, resilience, and 

compassion satisfaction contribute to the model explaining burnout. The final model was 

significant and explained 78.4% of the variance in burnout. This is slightly higher than the 

results found by Thompson (2012), where the model results explained 66.9% of the variance in 

burnout. Again, her model included mindfulness, years of experience, and gender, and did not 

contain resilience or caseload volume of clients with trauma-related concerns. Within her 

regression model, more negative perceptions of working conditions, decreased mindfulness, 

decreased compassion satisfaction, less emotion-focused coping, greater problem-focused 

coping, and greater maladaptive coping contributed significantly with the following weighing 

most heavily on burnout: compassion satisfaction (β = -.386, p < .001), counselors’ perceiving 

working conditions (β = -.27, p < .001), and mindfulness (β = -.227, p < .001).  

In the current study, counselors’ negative perceptions of their working conditions, greater 

maladaptive coping, decreased compassion satisfaction, higher caseload volume of clients with 
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trauma-related concerns, and decreased resilience contributed significantly to the model 

explaining burnout, with the following variables weighing most heavily: Compassion satisfaction 

(β = -.395, p < .001), perceived working conditions (β = -.38, p < .001), and maladaptive coping 

(β = .24, p < .001). While the current regression model explained more of the variance in 

burnout, emotion-focused and problem-focused coping were no longer significant, when 

compared to Thompson (2012). The results suggest that the presence of negative perceptions of 

working conditions, the use of maladaptive coping, decreased compassion satisfaction, lower 

resilience levels, and higher caseload volume of clients with trauma-related concerns will predict 

burnout. The presence of both positive and negative factors as it relates to burnout should be 

noted. Theoretically, it must be questioned if it is possible for the positive and negative factors to 

cancel each other out, resulting in a neutral score. Overall, these findings are interesting given 

the overall lower levels of burnout in this sample.  

It was hypothesized that resilience and caseload volume of clients with trauma-related 

concerns would weigh significantly on burnout scores. Both variables were significant (i.e., p < 

.05) with resilience barely within 95% confidence interval (p = .49). Both caseload volume of 

clients with trauma concerns and resilience weighed similarly on burnout: resilience (β = -.116, p 

< .05) and caseload volume of clients with trauma (β = .12, p < .05). While these variables 

displayed significant weight, they did not weigh as much compared with other significant 

variables explaining burnout (perceiving working conditions, maladaptive coping, and 

compassion satisfaction). These findings suggest that resilience and caseload volume of clients 

with trauma should be taken into consideration when examining burnout in counselors.  

Workplace Perceptions and Burnout 

 Counselors’ perceptions of their working conditions were found to be a significant 

predictor of burnout within the current sample. Additionally, more negative perceptions of 
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working conditions were found to weigh heavily on burnout, consistent with the findings of 

Thompson (2012). This is not surprising given the previous literature explaining that workplace 

factors contribute to the experience of burnout (Bride & Kintzle, 2011; Devilly et al., 2009; 

Kulkarni et al., 2013; Maslach, 2001). In fact, Maslach (2001) asserted that burnout can be 

understood through examining the relationship an individual has with their workplace. The 

strong weight that perceptions of working conditions had on burnout suggests that as counselors’ 

perceptions of their workplace become more negative, they are at a greater risk of burnout. This 

aligns with the notion that workplace stressors have been found to be one of the greatest 

predictors of burnout (Devilly et al., 2009). Stamm (2010) describes burnout’s association with 

an environment perceived as non-supportive, yet other reasons have been found to contribute to 

negative workplace environment, such as decreased social support (Collins & Long, 2003; Ivicic 

& Motto, 2017), inadequate supervision (Bride & Kintzle, 2011; Choi, 2011; Figley & Ludick, 

2017; Stamm, 2010), and lack of individual to workplace fit (Kulkarni et al., 2013).  

 It must also be noted that there was a significantly strong inverse relationship between 

burnout and perceptions of working conditions (r = -.732, p = < .001). This highlights the 

importance of examining factors related to the workplace in connection with counselors’ level of 

wellness or impairment. The current findings are important for both counselors and the 

organizations for which they work. Assessing overall perceptions of the workplace can provide 

an individual with information regarding workplace needs and the amount of self-care strategies 

to employ in order to remain healthy. While counselors can increase personal protective factors, 

implementation of organization strategies to combat burnout is of vital importance (Bride & 

Kintzle, 2011).  
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Coping Strategies and Burnout 

 While other variables were significant within the final regression model, maladaptive 

coping was the only coping strategy found to be a significant predictor of burnout. Maladaptive 

coping displayed a strong weight within the model (β = .24, p < .001). While Thompson (2012) 

also found maladaptive coping to be a significant predictor, emotion-focused and problem-

focused were also significant contributors in her model explaining burnout. As with STS, the 

results indicate that an increase in maladaptive coping predicted an increased risk of 

experiencing burnout. This is consistent with findings from a previous study that indicted the 

presence of more avoidant behaviors was predictive of higher burnout (Kulkarni et al., 2013). 

Counselors use of avoidance mechanisms might lead to greater amounts of stress outcomes 

(Thompson, 2012). Kulkarni et al. (2013) indicates that the use of avoidant coping techniques is 

indicative of already experiencing the symptoms of burnout. Therefore, it is possible that 

maladaptive coping might increase burnout or it can be a response to burnout already being 

experienced. This means that counselors should take notice of when they are using maladaptive 

coping strategies as it could provide insight into whether or not they are already experiencing 

signs of burnout. This is important because it allows counselors to have a pulse on their 

wellbeing, which can inform the type of care to implement in order to buffer the stress outcome. 

Compassion Satisfaction and Burnout 

 Compassion satisfaction significantly contributed to the model explaining burnout in the 

current sample. Lower levels of CS were the strongest predictor explaining burnout levels (β = -

.386, p < .001), which aligns with the findings by Thompson (2012). This indicates that 

counselors who experienced greater amounts of CS, reported lower levels of burnout. These 

findings are consistent with previous research suggesting the protective ability of CS from 

adverse secondary experiences (Figley & Ludick, 2017; Lawson & Myers, 2011). Thompson 
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(2012) explained that CS might help mitigate workplace stress, while allowing counselors to 

withstand non-fulfilling work-related tasks. Compassion satisfaction results from feeling as 

though one is making a difference in the clients being served (Stamm, 2010), which insinuates 

that feeling satisfied with performance decreases the risk of burnout. If counselors can be taught 

how to increase compassion satisfaction, it seems plausible that their burnout levels will 

decrease. By identifying the factors that contribute to decreased satisfaction, counselors might be 

able to make necessary changes, protecting them against burnout and having a direct impact on 

their wellbeing. 

Caseload Volume of Clients with Trauma-Related Concerns and Burnout 

 Caseload volume of clients with trauma-related concerns significantly contributed to the 

model explaining burnout. Specifically, as the number of clients with trauma-related concerns 

increased on a counselors’ caseload, burnout levels also increased. While burnout has been 

conceptualized as a broader experience related to the helping profession (Wallace et al., 2010), it 

seems plausible that client characteristics do in fact contribute to this outcome (Stamm, 2010). 

These findings are consistent with previous results by Kulkarni et al. (2013), Craig and Sprang 

(2010), and Meyers and Cornille (2002), who also found exposure to clients with trauma 

experiences to be a significant predictor of burnout.  

 It was hypothesized that caseload volume of clients with trauma-related concerns would 

weigh strongly on the prediction of burnout. This variable was not the strongest predictor, yet it 

adds vital information to understanding the outcome of burnout. Similar to that of STS, this 

provides insight for counselors to better understand the variables contributing to adverse 

consequences related to the profession. As such, it is worth considering the number of clients 

with trauma-laden material on counselors’ caseloads. If counselors are seeing a large caseload of 

clients with previous traumatic experiences, they are at greater risk of experiencing burnout. 
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Again, it is important to question if there is an ideal number of clients per caseload. Evidenced 

by other findings within this study, by increasing CS, resilience, and positive workplace 

experiences, burnout can still be mitigated.  

Resilience and Burnout 

 According to the data analysis, resilience was a significant protective factor against 

burnout in the current sample yet was right on the line in terms of significance (p = .49). 

Furthermore, resilience displayed a beta weight of -.116, indicating that as burnout increased, 

resilience decreased. These results are not surprising given the previous literature explaining 

resilience as a significant predictor of burnout (Gonzalez et al., 2019; Harker et al., 2016; Lakioti 

et al., 2020; Little, 2015). The present findings are encouraging for the counseling profession at 

large and reiterate that higher levels of resilience are associated with overall counselor well-

being (Bonanno, 2008; Pereira et al., 2017). If resilience buffers against the negative outcome of 

burnout, which is identified by emotional exhaustion, decreased client care, increase cynicism, 

detachment, and decreased self-worth (Fothergill et al., 2004; Maslach, 2001; Pines & Maslach, 

1978; Stamm, 2010), then by increasing resilience, counselors may be better able to withstand 

the pressures of the work environment. This was previously postulated by Wagnild and Young 

(1993) who suggested resilience as a mitigator for workplace stress. Additionally, resilience may 

lead to increasing additional protective factors, such as CS (Lakioti et al., 2020) and coping 

strategies (Wagnild & Collins, 2009).  

Implications 

These study findings suggest that workplace, client, and individual factors are related to 

STS and burnout. Specifically, the variables of maladaptive coping and caseload volume with 

clients with trauma-related concerns provide insight into STS. Workplace perceptions, 

maladaptive coping, compassion satisfaction, caseload volume of clients with trauma-related 
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concerns, and resilience help explain burnout. These results have implications for both individual 

counselors and the organizations where they work. 

Implications for Individuals 

Personal resources can be utilized by counselors in order to mitigate or lessen the 

secondary outcomes of STS and burnout. Resulting from the findings in this study, a higher rate 

of reported maladaptive coping strategies and a larger caseload volume of clients with trauma 

histories increased the risk of STS and burnout. Conversely, CS and resilience protected against 

burnout in the present sample. This adds to the current literature indicating which variables 

protect or predict secondary adverse experiences.    

The significance of maladaptive coping strategies and increased caseload volume of 

clients with trauma-related concerns cannot be ignored. For both burnout and STS, the use of 

maladaptive coping leads to greater adverse effects. Counselors who tend to use more avoidance-

based strategies, such as self-distraction, substance use, denial, venting, behavioral 

disengagement, and self-blame in order to cope, must be mindful of the amount of trauma-laden 

material they are subjected to. According to the results from this study, counselors should either 

decrease their caseload of clients with trauma concerns or increase the use of more adaptive 

coping techniques. It is necessary for counselors to be proactive about managing their stress 

rather than avoidant of it. This is important due to the relationship among STS, burnout, and 

counselor impairment. If counselors are impaired, it is unethical for them to continue to provide 

services to clients (ACA, 2014). 

While other contributors of STS are still largely unknown, it is imperative for counselors 

to be aware of its existence. It is believed that counselors exposed to trauma will experience 

some level of STS, yet not all will be traumatized by it (ProQOL, 2019). Furthermore, the results 

of the current study displayed low levels of STS and burnout in the sample of mental health 
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counselors. This is encouraging based on the assumption that counselors must be doing 

something to assist in the protection against STS and burnout symptomology. Additionally, with 

the strong weight of maladaptive coping on both models predicting STS and burnout, it seems 

important that counselors minimize these coping strategies as a protective measure.   

These adverse experiences will not disappear; therefore, counselors must be vigilant in 

protecting themselves against it. The current findings suggest that as counselors increase 

resilience and compassion satisfaction, the risk of burnout decreases. By counselors becoming 

aware of their satisfaction levels and the factors that prohibit it, they may be better able to change 

or implement solutions to increase CS. The same is true for finding ways to increase CS. 

Previous research has indicated this can be done through increasing hope (Browning et al., 

2019), self-care (Butler et al., 2017), the use of evidenced-based practices (Craig & Sprang, 

2010), and having value congruence with one’s workplace (Kulkarni et al., 2013). Resilience 

training might also be a way counselors can increase CS in their lives. Additionally, resilience 

can be increased through the continued use of adaptive coping and the capacity to regain a sense 

of homeostasis following difficulties (Wagnild & Collins, 2009).  

 Another important finding is the relationship between negative workplace perceptions 

and burnout. Counselors who are more unhappy or have increased negative assessments of their 

workplace should be aware of the increased burden this may have on their emotional and even 

physical health. While the overall burnout levels in this study were low, they were still present 

and must be taken seriously. Identifying which workplace factors contribute to stress will 

provide counselors greater information of their needs. For instance, identifying a lack of 

adequate supervision in the workplace can indicate that outside supervision might be beneficial.  
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Implications for Organizations 

 With the results indicating workplace factors as a predictor of burnout, organizations play 

a role in mitigating this stress outcome. The factors comprising of a counselor’s workplace 

include client characteristics, clinical preparedness to serve clients, coworker relationships, job 

tasks, and administration and overall climate (Thompson, 2012). A few examples from the 

PWCS that organizations have input or control in are “I receive an adequate salary and 

healthcare benefits”, “I have the training I need to work effectively with each of the clients on 

my caseload”, and “Because we are so understaffed at my work setting, I cannot take time off 

when I need to”. If organizations provided better support, training, and balance for their 

counselors, it is possible to see less signs of burnout. Organizations can also play a role in 

increasing resilience levels in counselors. This can be through resilience training or by increasing 

the level of support provided.  

Organizational staff must also pay attention to the caseload volume of clients with trauma 

histories. An argument can also be made that counselor educators and supervisors must monitor 

the amount of trauma-laden material counselors are exposed to. One way to address this is by 

hiring the adequate number of counselors, which in turn could help decrease the level of burnout 

across the board.  If organizations were more aware of the connection between both caseload 

volume of clients with trauma and perceptions of working conditions, they might better be able 

to increase supportive factors.    

Future Research 

 The relationships among maladaptive coping, caseload volume of clients with trauma-

related concerns, and the stress outcomes of STS and burnout need continued research. It would 

be interesting to examine how maladaptive coping and clients with trauma histories work in 

tandem to create burnout and STS. Furthermore, the caseload variable should be teased apart to 
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include type of trauma incident, number of traumatic events, and age of experience. It is also 

worth examining maladaptive coping and what might predict this type of coping. Greater 

amounts of information on these variables would allow for a better understanding of how they 

relate with STS and burnout.  

There continues to be inconsistent results regarding the predictive ability of STS. 

Therefore, it is important to continue researching factors that may predict this secondary 

outcome. Three previous variables that have been linked to both STS and burnout are the 

previous trauma history of the counselor (Choi, 2011; Kulkarni et al., 2013) age (Butler et al., 

2017) and years in the profession (Lent & Scwartz, 2012; Thompson, 2012). While there was a 

binary question included in the demographic survey on personal trauma history, this variable was 

not included in analysis. Assessing type of trauma history, number of traumatic events, and the 

age of traumatic experiences may help better predict risk levels of counselors. Furthermore, 

continued research involving other demographic variables could prove to be beneficial, such as 

the difference in STS and burnout scores among participants working in private practice versus 

the public sector. 

Lastly, the variable of resilience in relation to these stress outcomes warrants continued 

research. Much of the previous literature explained its ability to protect against STS and burnout, 

yet the results either displayed a non-significant (i.e., STS) or barely significant (i.e., burnout) 

predictive ability. Since resilience can increase, it would be interesting to see how resilience 

predicts STS and burnout over time.    

Limitations 

Limitations of the current study include concerns with generalizability due to the nature 

of self-report instruments. With this research assessing stress in counselors working with trauma 

populations, those who are actually experiencing stress, secondary traumatic stress, or burnout 
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might not take the time needed to complete the survey instruments. Additionally, stress increases 

the cortisol release in our brains and at higher levels will activate the sympathetic nervous 

system, arresting the prefrontal cortex prohibiting decision making. If this natural function of the 

body is activated, it could impact counselors’ perceptions. Another consideration is the effect of 

social desirability in relation to practicing counselors during the Coronavirus pandemic. The 

cross-sectional design is also a limitation due to the lack of ability to see how these variables 

interact overtime.  

Another limitation is in regard to the sample collected for this study. While strategies 

were taken to secure a national sample, only 23 states were represented, with many only 

contributing one participant. Additionally, while the sample size portrayed adequate power for 

the study, a larger sample size would have allowed for more generalizability. Due to the 

sampling procedures of utilizing listservs and emailing professionals in the researchers’ contact 

list, individuals who participated are most likely connected to professional organizations and 

might not accurately reflect the experiences of professional counselors.  

Methodological limitations are also apparent in the current study. Of importance are 

those concerned with the Brief COPE. The instrument was normed on a non-clinical sample 

(Carver, 1997) and is currently being utilized to examine coping strategies in a sample of mental 

health counselors. Additionally, the researcher is scoring the instrument following previous 

findings by Meyer (2001) that deviates from the original scoring proposed by Carver (1997). 

Items are grouped into the three different coping strategies (i.e., problem-focused, emotion-

focused, and maladaptive coping) opposed to the original two (i.e., problem-focused and 

emotion-focused coping) proposed by Carver (1997).  
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Conclusion 

 This study expanded the work of Thompson (2012) in examining workplace, client, and 

individual factors that contribute or protect against STS and burnout. Utilizing the transactional 

theory of stress and coping, seven variables were assessed in relation to their predictive ability on 

the two stress outcomes. This theoretical framework explains that once a stressor is identified, 

individual resources are employed in order to mitigate the outcome. This study examined 

counselors’ workplace perceptions, volume of clients with trauma concerns, three types of 

coping strategies (i.e., problem-focused, emotion-focused, and maladaptive), compassion 

satisfaction, and resilience on reported levels of STS and burnout. A sample of 125 mental health 

counselors were recruited for the study. Hierarchical multiple linear regressions were conducted 

for each of the criterion variables. The model predicting STS was significant and explained 

33.7% of the variance. Maladaptive coping and caseload volume of clients with trauma concerns 

contributed significantly to STS. Perceptions of working conditions, caseload volume of clients 

with trauma, maladaptive coping, compassion satisfaction, and resilience significantly predicted 

burnout, with the final model accounting for 78.4% of the variance. More research is needed to 

understand the phenomena of STS. Since the variance in burnout was so high, it is important for 

the counseling field to devote more attention to counselors’ perceptions of their working 

conditions, caseload volume of clients with trauma, maladaptive coping, compassion satisfaction, 

and resilience.  
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Title of Project: Workplace Perceptions and Individual Resources as Predictors of Secondary 
Traumatic Stress and Burnout in Mental Health Counselors 

 

Investigator Name: Elizabeth K. Norris, Ph.D. Candidate  
Co-Investigator Name: Dr. Tyler Wilkinson 
E-mail Contact Information: Elizabeth.kaye.norris@live.mercer.edu  
 

You are invited to participate in a self-report survey as part of a quantitative research study 
conducted through Mercer University. The purpose of this study is to understand how individual 
and workplace factors predict counselor secondary traumatic stress and burnout. Your 
participation in this study will contribute to a better understanding of how organizations and 
individuals can better mitigate these stress outcomes. Participants who fully complete the study 
will be given the option of entering into a drawing for one $100.00 Amazon gift card.  

You are invited to participate in this study if you meet the following criteria: 

• Provisionally or fully licensed as a professional counselor  

• Currently working with at least one client with trauma-related concerns, trauma-related 
diagnosis, or actively working on trauma-related goals 

• Working at least 10-hours a week seeing clients. 

If you agree to participate 

you will be asked to complete survey instruments on individual and organizational factors related 
to the work of a counselor. Overall, participation in this research study should take 
approximately 15-20 minutes of your time. An option will be given to provide an email address 
to be entered into, and notified if selected, for one $100.00 Amazon gift card. Only participants 
that have completed all the survey items and provided an email address will be entered into the 
raffle for the gift card. 

 

Use of Data  
The results of the study may be used in a dissertation, published, or used in presentations.  
 

Risks/Benefits/Confidentiality of Data  
The only known risk is the potential breach of information and/or privacy. To mitigate this, all 
data collected in this study will remain password protected. Email addresses will be collected 
through a separate Qualtrics survey and therefore not connected to answers provided in on 
measurement instruments. There will be no costs for participating. Although your participation in 
this research may not benefit you personally, it will help us better understand the factors 
contributing to the stress outcomes in counselors with implications for individuals, organizations, 
and clinical practice. A limited amount of research team members will have access to the data 
during the data collection and analyzing phase.  
 

Participation or Withdrawal  
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Participation in this research study is voluntary and will not require any personally identifiable 
information (IRB #H2011308). You may decline to answer any questions and you have the right 
to withdraw from participation at any time. Withdrawals are limited to the duration of the survey.  
 

Contacts  
If you have any questions about the study or are interesting in participating, please contact the 
primary investigator Elizabeth Norris at 770-584-4209 or send an email to 
Elizabeth.kaye.norris@live.mercer.edu. Mercer University's Institutional Review board (IRB) 
reviewed this study (#H2011308) and approved on November 24, 2020.  
 

Questions about your rights as a research participant  
If you have questions about your rights or are dissatisfied at any time with any part of the study, 
you can contact, anonymously if you wish, the Institutional Review Board (IRB) by phone at 
(478) 301-4101 or email at ORC Research@Mercer.edu. You may also contact the co-
investigator. Dr. Tyler Wilkinson at Wilkinson_rt@mercer.edu or by phone at 678-547-6007. 
Mercer’s campus address is 3001 Mercer University Drive, Atlanta, GA 30341.  

Thank you in advance for your time and participation!  

By clicking “yes” you are indicating that you have read the Informed Consent and are consenting 
to participation in this study.  
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DEMOGRAPHIC QUESTIONNAIRE 
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1. Please identify your gender: 
___ Woman / female 
___ Man / male 
___ Transgender 
___ Nonbinary 
None of these describe me, I prefer to identify as: ___ 

 
2. Please write in your age in years. ___________  

 
3. What is your race or ethnic background? (please check which apply):  

___ African / African American / Black / Afro- Caribbean 
___ Asian / Asian American 
___ Hispanic / Latina / Latino 
___ Native American / American Indian / Alaska Native 
___ Native Hawaiian / Pacific Islander 
___ Middle Eastern / Middle Eastern American / Arab American 
___ White / Anglo-American / Caucasian 
___Multiethnic 
Other (please specify)____________________  

 
4. Please identify your religious, spiritual, or other belief  

___ Agnostic 
___ Atheist 
___ Buddhist 
___ Christian 
___ Hindu 
___ Jewish 
___ Muslim 
___ None 
Other (please specify)____________ 

 
5. Please indicate the state in which you live:  

 
6. Educational Background. 

Please check the degrees that you have completed.  
BA _________  
MA _________  
MS _________  
MEd ________  
EdS_________  
PhD /EdD ___________  
PsyD /EdD ___________  
Other (please specify)__________  

 
7. What is your Degree in? 

___ Clinical Mental Health Counseling 
___ Social Work 
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___ Marriage and Family Therapy 
___ Professional Counseling 
___ School Counseling 
___ Rehabilitation Counseling 
___ Student Affairs Practice 
___ Psychology (master’s level) 
___ Other (please indicate) 
  

8. Please indicate the total number of hours you work per week. _____ 
 
9. Please indicate the total number of clients on your caseload. ____ 
 
10. Please indicate the number of clients you see weekly with trauma related concerns, 

trauma-related diagnosis, or actively working on trauma-related goals ____ 
 
11. Please indicate the total number of years you have worked in the counseling field.____  
 
12. How would you describe your work setting?  

_____Private Practice  
_____Outpatient Mental Health 
_____Community-based Mental Health Agency 
_____College or University Counseling Center 
_____Hospital or Medical Facility 
_____Residential Treatment Facility 
_____Substance Abuse Treatment Center 
_____Career Counseling Center 
_____Other (please specify):___________________________ 
 

13. What license(s) do you hold? (check all that apply) 
___ Associate or Provisional Professional Counselor under supervision (or state 
equivalent) 
___ Licensed Professional Counselor (or state equivalent) 
___ Other (Please indicate)__________________________________________ 

 
14. Have you ever experienced a trauma or traumatic event? 

___ Yes 
___ No 

  



 

 116

APPENDIX D  

PERCEIVED WORKING CONDITIONS SCALE 
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Please rate the frequency with which you experience each of the working conditions described 
below in the past 30 days. (If you never experience this working condition in your current work 
setting, select never).  
 
1=never  2=rarely  3=occasionally  4=often  5=almost always  
 
1. The atmosphere at my work setting is collegial. 
2. I receive the administrative support that I need to care for clients.  
3. The amount of paperwork I have to complete is overwhelming.  
4. Colleagues take the time to consult with me regarding clinical issues when I need it. 
5. I have the freedom to choose how I conduct clinical interventions with clients. 
6. My boss is reasonable in her/his demands. 
7. My coworkers seem discouraged and overwhelmed. 
8. The clients I work with face such overwhelming problems, I wonder how anybody can help 
them. 
9. I receive an adequate salary and healthcare benefits  
10. I have the ability to set my own work schedule at my work setting.  
11. I feel that it is next to impossible to help the clients on my caseload.  
12. I am able to take time off from work when I need to. 
13. It seems too difficult to help the clients I work with make changes.  
14. I believe that the organization I work for doesn’t care about my well-being. 
15. I have the skills to help my clients make progress with their problems/issues. 
16. I feel cut off from my colleagues at my work setting.  
17. The size of my caseload is reasonable given the other commitments that I have at my work 
setting.  
18. I have the training I need to work effectively with each of the clients on my caseload.  
19. Counselors at my work setting cooperate to ensure that clients receive the best care possible. 
20. My caseload includes a balance of different types of cases and levels of severity of client 
issues.  
21. Profit is the top priority in this work organization.  
22. I seem to take more responsibility for helping my clients make changes than they do.  
23. The supervision I receive provides me what I need to be effective as a counselor. 
24. Counselors at my work setting have to compete with one another to get ahead in their 
careers. 
25. My clients have so many problems that it is hard to even know where to start. 
26. My cultural background is respected at my work setting. 
27. The people I counsel are motivated to make positive changes in their lives. 
28. I spend too much time completing paperwork and not enough time providing therapeutic 
services. 
29. I feel empowered to speak out about how clients are treated at my work setting. 
30. My supervisor wants me to excel and helps me build on existing skills. 
31. Effective client treatment is a top priority in this work organization.  
32. I feel as though my clients are engaged in the treatment process.  
33. It is difficult for me to predict the kind of income I am going to have from week to week. 
34. Decisions that impact me in my work setting are made in a fair and open way. 
35. Because we are so understaffed at my work setting, I cannot take time off when I need to. 
36. I have concerns for my safety in working with many of my clients.  
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37. I believe that there is an unfair distribution of cases at my work setting. 
38. The clients I work with make too many demands on me. 
39. I see the clients I work with making positive changes in their lives.  
40. My work setting provides me with ongoing education to further develop my skills. 
41. Staff in my work setting are open to trying new innovative counseling approaches. 
42. The pace of my work creates little time for me to reflect on how to work with my clients. 
43. The clients I work with tell me they are benefiting from our counseling work. 
44. I am comfortable approaching my colleagues about consultation or support. 
45. In my work setting, we are expected to do more with fewer resources.  
46. I enjoy the types of work that I complete throughout the day at my work setting.  
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APPENDIX E 

 

BRIEF COPE 
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The following section deals with possible working conditions you experience as a counselor and 
how you cope with them. Research has indicated that certain working conditions may be 
stressful for counselors (e.g., excessive caseload, traumatic issues of clients, lack of 
organizational support, and lack of needed supervision). We are interested in finding out about a 
specific stressful working condition that you experience in your work setting and what helps you 
cope with it.  
In the space below please describe a condition in your work environment that you have found 
stressful during the past 30 days. 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
_______________________________________________________________  
While different people may deal with stress in different ways; we're interested in how you've 
dealt with a stressful/challenging work condition, such as the one that you described above. Keep 
the situation described above in mind as you respond to the items below. Please indicate how 
you are currently responding to your above example. There is no need to evaluate if your 
response is working or not. Using the choices below, rate how frequently you've been responding 
this way. Rate each item separately from every other item. Make your answers as true FOR YOU 
as you can.  
 
1 = I haven’t been doing this at all 
2 = I’ve been doing this a little bit 
3 = I’ve been doing this a medium amount  
4 = I’ve been doing this a lot  
 
1. I’ve been turning to other activities to take my mind off things.  
2. I’ve been concentrating my efforts on doing something about the situation I’m in.  
3. I’ve been saying to myself “this isn’t real.” 
4. I’ve been using alcohol or other drugs to make myself feel better.  
5. I’ve been getting emotional support from others. 
6. I’ve been giving up trying to deal with the situation.  
7. I’ve been taking action to try to make the situation better.  
8. I’ve been refusing to believe that it has happened.  
9. I’ve been saying things to let my unpleasant feelings escape.  
10. I’ve been getting help and advice from other people.  
11. I’ve been using alcohol or other drugs to help me get through this situation.  
12. I’ve been trying to see it in a different light, to make it seem more positive  
13. I’ve been criticizing myself.  
14. I’ve been trying to come up with a strategy about what to do.  
15. I’ve been getting comfort and understanding from someone.  
16. I’ve been giving up the attempt to cope with the situation.  
17. I’ve been looking for something good in what is happening.  
18. I’ve been making jokes about this situation.  
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19. I’ve been doing something to think about it less, such as going to movies, watching TV, 
reading, daydreaming, sleeping, or shopping.  
20. I’ve been accepting the reality of the fact that it has happened.  
21. I’ve been expressing my negative feelings.  
22. I’ve been trying to find comfort in my religion or spiritual beliefs.  
23. I’ve been trying to get advice or help from other people about what to do.  
24. I’ve been learning to live with the situation.  
25. I’ve been thinking hard about what steps to take.  
26. I’ve been blaming myself for things that happened.  
27. I’ve been praying or meditating.  
28. I’ve been making fun of the situation.  
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APPENDIX F 

 

PROFESSIONAL QUALITY OF LIFE SCALE (VERSION 5) 
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When you [help] people you have direct contact with their lives. As you may have found, your 
compassion for those you [help] can affect you in positive and negative ways. Below are some 
questions about your experiences, both positive and negative, as a [helper]. Consider each of the 
following questions about you and your current work situation. Select the number that honestly 
reflects how frequently you experienced these things in the last 30 days.  
 
1= Never, 2= Rarely, 3= Sometimes, 4= Often, 5= Very Often 
 
1. I am happy.  
2. I am preoccupied with more than one person I [help].  
3. I get satisfaction from being able to [help] people.  
4. I feel connected to others.  
5. I jump or am startled by unexpected sounds.  
6. I feel invigorated after working with those I [help].  
7. I find it difficult to separate my personal life from my life as a [helper].  
8. I am not as productive at work because I am losing sleep over traumatic experiences of a 
person I [help].  
9. I think that I might have been affected by the traumatic stress of those I [help].  
10. I feel trapped by my job as a [helper].  
11. Because of my [helping], I have felt "on edge" about various things.  
12. I like my work as a [helper].  
13. I feel depressed because of the traumatic experiences of the people I [help].  
14. I feel as though I am experiencing the trauma of someone I have [helped].  
15. I have beliefs that sustain me.  
16. I am pleased with how I am able to keep up with [helping] techniques and protocols.  
17. I am the person I always wanted to be.  
18. My work makes me feel satisfied.  
19. I feel worn out because of my work as a [helper].  
20. I have happy thoughts and feelings about those I [help] and how I could help them.  
21. I feel overwhelmed because my case [work] load seems endless.  
22. I believe I can make a difference through my work.  
23. I avoid certain activities or situations because they remind me of frightening experiences 
of the people I [help].  
24. I am proud of what I can do to [help]. 
25. As a result of my [helping], I have intrusive, frightening thoughts.  
26. I feel "bogged down" by the system. 
27. I have thoughts that I am a "success" as a [helper]. 
28. I can't recall important parts of my work with trauma victims. 
29. I am a very caring person. 
30. I am happy that I chose to do this work. 
 


